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CILIARY (MIGRAINOUS) NEURALGIA AND ITS TREATMENT 


BY 


WILFRED HARRIS, M.D., F.R.C.P. 


MARY'S HOSPITAL 
AND PARALYSIS, 


CONSULTING PHYSICIAN TO ST. 


In 1926' I described under the heading “ ciliary 
neuralgia ’’ a form of migrainous neuralgia in which the 
pain is especially located in, behind, or around the eye- 
ball. I did not wish by using the term “‘ciliary’’ to suggest 
that the pathology of the condition was necessarily asso- 
ciated with either the ciliary ganglion or the ciliary body 
within the eyeball, but rather to define a variety of 
migrainous neuralgia in which the eye is clearly affected, 
not only by the reference of pain within or behind it, 
but also in many cases by extreme congestion and redden- 
ing of the conjunctiva, with lachrymation. At that time 
I gave descriptions of seven patients, in six of whom I 
injected the infra-orbital nerve with strikingly beneficial 


results in all, and apparent cure in some of them. I have 
since seen an additional sixteen cases, in some of 
which I have injected the Gasserian ganglion with 
alcohol, either partially or in its inner two-thirds, 


with apparently lasting cure. 


Definition of Migrainous Neuralgia 

I have employed the term “‘ migrainous neuralgia ’’ to 
describe cases of recurrent neuralgia affecting the temple 
or the side of the forehead and often both jaws, some- 
times extending to the back of the head, usually strictly 
unilateral. The pain in these cases is often most intense 
and excruciating, and may start suddenly or gradually 
and subside in the same way, the duration of the pain 
varying from ten minutes to half an hour, or often for 
five or six hours and occasionally for twenty-four to 
thirty hours. In the attacks of brief duration there 
may be three or more recurrences every twenty-four hours 
for periods of six to eight weeks yearly. Nausea occa- 
sionally accompanies the pain, thus suggesting its associa- 
tion with migraine, but vomiting is rare, and visual 
spectra and transient hemianopia are never met with 





as in the usual form of migraine. I look upon these 
cases as an anterior migraine in which the vasomotor 


spasm does not affect the posterior cerebral branches 
but the dural meningeal vessels, thus accounting for the 
reference of the pain over trigeminal areas through the 
recurrent meningeal branches of the fifth nerve. 

It is thus understandable how supra-orbital or infra- 
orbital nerve injections, or even sometimes local alcohol 
piqires into the very common tender spot in the temple, 
may be beneficial and arrest the attacks for months or 
even years. Still more likely to give a lasting cure is 
Gasserian injection, by producing permanent trigeminal | 
anaesthesia, which may be limited in certain cases to | 
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the areas of the first and second divisions of the nerve 
by injecting the inner two-thirds of the ganglion only 
with alcohol. 


Differential Diagnosis 

Many cases of migrainous neuralgia have been mistaken 
for trigeminal tic, and alcohol injection or root resection 
advised ; but the mistake is perhaps not so serious as 
might at first appear, as the same treatment is more 
or less suitable in both cases. A little care in taking the 
history of the case will be sufficient to decide between 
trigeminal tic and migrainous neuralgia. In the former 
the attacks are short and flashing, lasting a few seconds 
to a minute or two ; they are provoked by eating, wash- 
ing or otherwise handling the face, and trigger zones are 
at times present along the lips or ala nasi, or eyebrow, 
on which light touches will fire off the painful spasms. 
Such hypersensitive spots are never met with in migrain- 
ous neuralgia. The so-called points de Valleix, or tender 
spots situated over the exits of the nerves, such as the 
infra-orbital and mental foramina, are a myth, copied 
from one textbook to another, and are not diagnostic of 
trigeminal tic. 

Migrainous and ciliary neuralgias must be distinguished 
from chronic neuralgia of the jaws, one of the so-called 
atypical neuralgias of the face, which are mostly met 
with in women. This is usually a more or less persistent 
pain, sometimes started by a dental extraction, and 
affects the cheek and upper jaw area more commonly than 
the lower. Alcohol injection or nerve resection usually 
proves a failure and should be avoided: there is often 
undoubtedly a strong hysterical element present. In 
another type the pain spreads from the root of the nose 
and around the eye to the upper jaw and teeth, over 
the temple and side of head to the back of the neck 
and shoulder, and even down the arm. It may be more 
or less constant, or throbbing and paroxysmal. This form 
was described by Sluder of St. Louis as a spheno-palatine 
or Meckel’s ganglion neuralgia, but this view of its 
pathology is now discredited. These cases are the happy 
hunting ground of the throat and nose surgeon, and antral 
washings, antrotomies, turbinectomies, and sinus opera- 
tions galore are frequently done before a neurologist is 
consulted, and then perhaps the suggestion of alcohol 
injection or root resection is mooted. All these operations 
are doomed to failure m this type of case, and their cure 
has yet to be discovered, unless further experience con- 
firms the suggestion of disorder of the sympathetic system 
as a main factor. 


[3922] 
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The diagnosis of migrainous neuralgia should not be 
difficult. Its distinction from trigeminal tic is usually 
easy, and has already been referred to. It is essentially 
a paroxysmal recurrent neuralgia, usually _ strictly 
unilateral, though occasionally, like some migraines, 
spreading at the end of an attack to the opposite side, 
though the pain is almost invariably more severe on one 
and the same side. Unlike many migraines, there are 
never visual spectra, or aphasia, or psychical phenomena 
such as reminiscence, but there may be nausea (rarely 
vomiting), in some cases voracious appetite accompanying 
the pain, or a preliminary aura of a sense of excessive 
well-being, perhaps accompanied by sexual excitement. 
There is often a history of sick headaches or of typical 
migraine in the family, or even in the individual sufferer, 
the original migraine being altered to the substitution 
form of an anterior migraine, or, as I prefer to term it, 
‘“ migrainous neuralgia,’’ invading the face and jaws and 
eye. When the eyeball itself is prominently affected by 
the pain I speak of this variety of migrainous neuralgia 
as ciliary neuralgia. 


Treatment with Alcohol Injections 

Unlike those facial neuralgias which I have referred to 
as chronic neuralgia of the jaws, and Sluder’s type, in 
which alcohol injections and neurectomies well 
dental extractions and other operations about the jaws 
and accessory sinuses inevitably fail to give any lasting 
relief, many, though not all, of the migrainous neuralgias 
respond brilliantly to alcohol injections, either of the infra- 
branches, or of the 


as as 


orbital or supra-orbital Gasserian 
ganglion itself. 

Since 1909 I have treated a number of 
migrainous neuralgias with alcohol injection, of either the 
supra-orbital or the infra-orbital nerves, being guided by 
the principal location of the pain. Of late years I have, 
instead, in several cases injected the inner portion of the 
Gasserian ganglion so as to obtain a permanent anaes- 
thesia and a lasting cure. 

The following case is a good example of the cure of 
a migrainous neuralgia by alcohol injection of the inner 
two-thirds of the Gasserian ganglion. 


considerable 


CASE I 
A commercial traveller, aged 46, had always been more 
or less subject to headaches. Four years before I saw him 


he began to complain of pain in the right temple, for which 


he consulted a physician, who 

had all his teeth extracted, 

with no benefit. The accessory 

5 Sinuses and eyes were then 
examined and found to _ be 

~ normal. He noticed that the 
e 7) pain in the temple was relieved 
by taking food, so an yw-rav 

examination for duodenal ulcer 

was made, and though this 

% Was negative he was dieted 


and treated for duodenal ulcer, 
with improvement. Three 
years later the pain began to 


no 


spread into the right eyeball, 

and he was sent to see me 

Cask 1.—Diagram of the On July 9th, 1932. He was 
a the tw s after the then complaining of daily pain, 
nye n of the Gassenan gan- on waking in the morning, 
gion. (Drawn by the patient aes ; ’ 1 “a 
sas with a letter of @around the right eye, cheek, 
t ks and temple, which might 
spread to the back of the 

head. He might be free from pain for some hours after 
food, and the pain was always relieved by taking a cup 
of coffee or something to eat There was no sensation of 
nausea and no vomiting, and giving up alcohol altogether 
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made no difference. He said his mother had suffered for 
years from similar oculo-frontal headache. The pain in the 
right side of his head had been much worse for the Previous 
fortnight, following an attack of lumbago and a week's 
rest in bed. 

I decided to inject the inner portion of his Gasserian 
ganglion, which I-did the same evening under local NOvocain 
using the lateral route. After finding the foramen ovale and 
injecting the third division with a few drops of 2 per cent, 
novocain, I pushed the needle a further quarter of an inch 
through the foramen, and then injected slowly five minims 
of 90 per cent. alcohol, causing at first pain to be felt ‘in the 
eve, then in the nose; total anaesthesia quickly developed 
over the first and second trigeminal divisions. After Waiting 
half an hour, as the anaesthesia remained unaltered, I with. 
drew the needle, and twenty minutes later there was still no 
change, except that the novocain anaesthesia of the third 
division had practically faded away. Two days later he 
wrote that he had had no pain on the right side, that the 
numbness had completely worn off the third division, and 
that he could now feel the pressure of a pin on the upper 
lip as a touch (see diagram). 

Three and a half years later, on November 6th, 1935, he 
wrote in reply to a letter of inquiry: 





‘Since that day you performed the operation I have 
not had a moment of physical discomfort of any sort. The 
numbness has persisted, and from that day to this I have 
not had any sensation of the terrible pains from which I 
suffered so long. There have been no ill effects in any way 
whatsoever, and my eye is still safe in spite of the loss of 
the protection of sensitiveness.’’ 


I have described the treatment of this case and the 
result in detail in order to emphasize the fact that a 
migrainous neuralgia may be cured by a Gasserian block 
injection exactly in the same way as a case of paroxysmal 
trigeminal tic. I should not like to suggest that every 
case of migrainous neuralgia can thus be treated success- 
fully, but certain picked cases undoubtedly may be 
similarly cured. 


Routes of Injection 

The object of injecting only the inner two-thirds of the 
ganglion with alcohol in such cases as the above, and in 
allowing the novocain anaesthesia to fade off the third 
division, is to avoid numbing of the tongue and lower 
jaw and thus to interfere less with the comfort of eating. 
Migrainous neuralgias only rarely invade the lower jaw 
and gum, the pain being usually most severe around the 
eve and temple, and often the cheek. Gasserian injec- 
tions should be done slowly and with the greatest care, 
however skilful the operator ; and I would recommend 
practitioners without special skill in the method to limit 
their alcohol piqares for migrainous neuralgias or tri- 
veminal tics to injection of the supra-orbital, infra-orbital, 
mental foramina. Very considerable relief may not 
infrequently be gained by such injections, and little harm, 


or 


if any, can result with ordinary care. 
In five cases of migrainous neuralgia I have injected the 
inner two-thirds of the Gasserian ganglion, in one case 


with complete success, as already described. In_ three 
others I have no records beyond a fortnight, during 
which there was no recurrence, and in a fifth case, an 


extremely neurotic spoilt society woman who was accus- 
tomed to large doses of morphine, it was very difficult 
to judge, though the analgesia was limited to the two 
upper trigeminal divisions. Infra-orbital nerve injection 
has been successful on many occasions in arresting the 
pain for two years or more, and supra-orbital injection 
has occasionally had a good result. 

A few of recurrent periodic neuralgia I have 
treated by anticipatory hypodermic injections of morphine 
and hyoscine, but treatment I would 
recommend, owing to the danger of habit-forming, for 


cases 


it is scarcely a 
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migrainous neuralgias are usually met with in highly 


‘ndividuals with a nervous heredity. 
strung individua y 


Mechanism of Migrainous Neuralgia _ 


The reaction of cases of migrainous neuralgia to alcohol 
injection of the Gasserian ganglion may be compared with 
the transient headache produced by the intravenous 
injection of 0.1 mg. of histamine. Pickering? describes 
the effect of the intravenous injection of histamine in 
normal individuals ; this is followed by general headache, 
especially fronto-parietal, commencing about forty seconds 
after the injection. In three patients in whom there was 
total trigeminal anaesthesia on one side—one from alcohol 
injection of the ganglion, and two others after sensory 
root resection—he found that injection of histamine pro- 
duced headache as usual upon the sound side, but no 
headache at all upon the anaesthetic side. This fact 
suggested the view that the histamine headache was 
associated with blood pressure changes in the dural 
meningeal vessels, and that the painful impulses were 
carried thence by the recurrent trigeminal meningeal 
branches. 

My view of migrainous neuralgia*® is that it is probably 
due to vasomotor influences on the dural meningeal 
vessels, especially the middle meningeal. The cure of 
these cases by injection of the Gasserian ganglion is 
suggestive that the nerve-blocking of the recurrent 
meningeal trigeminal branches obstructs the afferent path 
of the painful impulses started by the recurrent vaso- 
motor changes in the meningeal vessels. These facts 
recall an observation I once heard Sir Victor Horsley 
make, that patients, after gasserectomy had been per- 
formed, never suffered afterwards from headache on that 
side. That is, of course, not to be taken too literally. 
There are other forms of paroxysmal hemicrania in which 
the source of the pain is probably of sympathetic origin. 
Craig,‘ of the Mayo Clinic, describes two such cases which 
were relieved by stellate ganglionectomy on the same side, 
and during the past year I have had this operation done 
for three patients with recurrent hemicrania with, so far, 
most promising results, the first case having now been 
quite free for seven months. 

These cases appear to differ from migrainous neuralgia 
in the mechanism of the pain. I have already drawn 
attention to the resemblance of the recurrent hemicrania 
of migrainous neuralgia to histamine headache, in both 
the pain being arrested by a trigeminal block. On the 
other hand, Pickering® has shown that histamine head- 
ache is uninfluenced by stellate ganglionectomy. I have 
therefore named Group 3 ‘“‘ sympathetic hemicrania,’’ 
owing to its favourable reaction to stellate ganghionectomy. 


Provisional Classification of Hemicrania 


In the following classification of the varieties of 
unilateral pain in the head and face I have made an 
attempt to differentiate the so-called atypical neuralgias 
into at least four groups—2, 3, 4, and 5. It is difficult 
to arrive at a satisfactory terminology for Group 4, but 
there seems little doubt that a psychogenic factor plays a 
very large part in many of the cases. On the other hand, 
definite claims have been made of cures by intranasal 
injections of cocaine and adrenaline, or by alcohol injec- 
tions of Meckel’s ganglion. 

1. True migyaine, a vasomotor neurosis affecting chiefly the 
posterior cerebral vessels, characterized by teichopsia, scintil- 
lating scotoma, or transient hemianopia, preceding the head- 
ache, followed by vomiting. 

2. Migrainous neuralgia, an anterior substituted migraine, 
probably due to a vasomotor neurosis of the meningeal vessels. 
May be cured by Gasserian or nerve block. 
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3. Sympathetic hemicrania, recurrent at more or less 
regular intervals, with or without nausea, the pain spreading 
to the back of the head and neck. The attacks may be 
associated with sympathetic phenomena, such as_ profuse 
unilateral sweating of the forehead and temple, congestion of 
the eye and lachrymation, or clogging of the nose. It may 
be relieved by (1) intranasal spray of cocaine and adrenaline, 
or by (2) stellate ganglionectomy. 


4. Chronic persistent neuralgia of the jaws, temple, and 
side of the head and neck : Sluder’s so-called spheno-palatine 
neuralgia ; Vidian neuralgia; the algies sympathiques de- 
scribed by French writers. The pain is deep, often burning 
in character, and there may be flushing and slight swelling. 
Mostly affects women of psychoneurotic temperament. 
Alcohol injections or nasal or dental operations give only 
brief or no relief, and often appear to aggravate the disorder. 
Mental breakdown may supervene. 


5. Facial psychalgia, when clearly the result of a definite 
psychogenic factor, and curable by psychotherapy, change of 
environment, etc. 


6. Dental neuralgia: ocular disease, such as glaucoma, 
errors of refraction, ophthalmoplegic migraine. 


7. Trigeminal tic, curable by alcohol injection of ganglion 
or root resection. 


8. Glossopharyngeal tic, curable by avulsion of the glosso- 
pharyngeal nerve. 


9. Medullary sclerosis of trigeminal spinal root—for example, 
following thrombosis of posterior inferior cerebellar artery. 
Incurable by any known means. 


10. Post-herpetic trigeminal neuralgia, only occasionally 
relieved by alcohol injection of ganglion. 
11. Geniculate neuralgia: chronic otalgia, a sequel to 


middle-ear disease, chill, or geniculate zoster. 


12. Sinusitis of antral, frontal, sphenoidal, or ethmoidal 
origin. 


13. Tumours of nasopharynx, or base of skull, involving 
fifth, seventh, or ninth nerve. 

14. Fibrositis of head and neck, treated by local heat, 
alcchol, or A.B.A. piqires, etc. 

15. Occipital neuritis, treated by alcohol piqire or nerve 
avulsion. 

Ciliary Neuralgia 

Of the twenty-three cases that I have met with of 
that form of migrainous neuralgia which I have named 
‘‘ ciliary,’’ the age of onset of the painful attacks has 
varied from infancy to 72 years, the largest number, 
eight, commencing in the decade from 40 to 50 years. 
The onset of the pain is most commonly in the early 
hours after midnight, the paroxysms varying in duration 
from ten minutes to twenty-four or thirty hours. 


CASE II 


In one case, indeed, a man of 40 suffered almost continually 
for three weeks, having had only eight hours’ sleep during 
that period. His first attack began when he was aged 37, 
and the longest interval between attacks was two montis, 
the severe pain lasting usually one or two weeks, being 
continuous and limited strictly to the left eyeball. Pressure 
over the supra-orbital and infra-orbital nerves would arrest 
the pain for half a minute. I injected his infra-orbital nerve 
with 90 per cent. alcohol, and the pain instantly disappeared. 
Nineteen months iater he wrote in reply to a letter of 
inquiry that ‘‘he had never had the slightest trouble 
since the injection, not even a headache nor any pain in 
the head.”’ 

The pain is described by various sufferers as ‘‘ intensely 
severe,’ ‘‘ very excruciating ’’ ; ‘‘ the eye feels as though 
being hammered or rolled on the ground ”’ ; “‘ the eye 
feels as if it were being pulled out, or turned inside out ”’ ; 
‘ like boiling water behind the eye.”’ 


‘ 
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CASE III 

A girl of 12, whom I saw in 1914, had been subject since 
infancy to ‘‘ bilious attacks,’’ one or more every week, and 
liable to be brought on by any excitement. On waking in 
the morning there would be a feeling of slight nausea, and 
then pain would begin in the left eyeball, become intensely 
severe, last from ten to thirty hours, and keep her awake 
at night. The pain was limited to the left eyeball, and was 
unaccompanied by any visual spectrum or blindness. Pressure 
on the eye gave her some help, but she had no real relief 
until she vomited, a point which is strongly suggestive of the 
association of the pain with migraine. I injected her left 
infra-orbital nerve in 1914 ; a slight attack occurred the same 
day, and a very severe one the following week, but after that 
she was completely free for two years. Between the ages of 
14 and 21 any undue worry or excitement would cause a 
return of the malady, but from that age she was scarcely 
troubled at all. 

CASE IV 

Eight years ago I saw a man aged 28 who for five years 
had been subject to neuralgia of the right eye, the pain 
beginning deep to the inner side of the superciliary ridge, 
then passing behind the eyeball ‘‘ as though it were pushing 
the eye out,’’ and lasting fifteen to twenty minutes, once or 
twice a week, and increasing in frequency up to two or three 
times daily. Before the pain started he had an aura or 
warning of a sensation of congestion of the right side of the 
nose for a few minutes only. The attacks increased in dura- 
tion up to five or six hours, the pain now being like a hot 
needle behind the eye, and very severe. An alcohol piqtre 
on the superciliary ridge at once gave relief, with no recur- 
rence for a year. On the next occasion alcohol injection failed, 
both of the supra-orbital and of the infra-orbital nerves. 
Later he was at the beginning of the warning much improved 
by cocaine and chloretone nasal spray, which cleared the nose. 


Painful Conditions Round the Eye 

Ten of my patients described the painful eye as being red 
- and intensely congested, and often lachrymating, during 
the attack. Such ocular crises may lead to a mistaken 
diagnosis of some ophthalmic trouble, such as _iritis, 
orbital abscess, acute conjunctivitis, etc., or the presence 
of a foreign body ; but a careful examination will usually 
be sufficient to exonerate the eye itself, and the history 
of recurrent similar attacks will point to a nervous origin 
for the trouble. The acute congestion of the eye and the 
lachrymation are suggestive of some sympathetic disturb- 
ance, though the pain in the eyeball and around the eye 
is presumably of trigeminal conduction. After complete 
sensory root section or ganglion injection the eyeball and 
cornea lose all sensation, and such an eye, if neglected, 
may suffer from keratitis, with perforation and destruction 
of the contents of the eyeball from panophthalmitis with- 
out any sensation of pain. Hence the pain in the attacks 
of ciliary neuralgia must be of trigeminal and not of 
sympathetic conduction, a contention which seems to be 
proved by the immediate effect in some cases of infra- 
orbital or Gasserian injection. 

Other painful conditions about the region of the eye 
which must be distinguished from ciliary neuralgia are 
glaucoma, trigeminal tic involving ‘the ophthalmic divi- 
sion, herpes frontalis, and a leaking aneurysm of the 
circle of Willis. Acute glaucoma will usually cause no 
difficulty in diagnosis owing to the rapid loss of vision, 
but chronic glaucoma may occasionally give rise to serious 
pain in the cheek, temple, and around the eye, without 
vision being as yet seriously affected. Cupping of the 
disk as seen on ophthalmoscopic examination may clinch 
the diagnosis. Trigeminal zoster often causes acute pain 
around the eye and forehead for a few days before the 
rash appears, and this may affect the eye, with vesicles 
on the conjunctiva or cornea, or by the inflammation of 
the ciliary body. Ophthalmoplegic migraine may also be 





SS 
mistaken for ciliary neuralgia, but the pain usually lasts 
longer, for days at a time, or weeks, and the presence 
of partial third-nerve or sixth-nerve palsy will at once 
distinguish the condition. Edwin Bramwell® has drawn 
attention to the probability of leaking aneurysm of a 
branch of the circle of Willis being the cause of the 
majority of cases of ophthalmoplegic migraine. 

When trigeminal tic involves the upper or ophthalmic 
branch the pain usually shoots up to the vertex from 
the superciliary ridge, as a supra-orbital neuralgia, but jn 
some cases the pain is actually referred within the eyeball, 
The brevity of the paroxysms and the presence of trigger 
zones along the eyebrow are, however, characteristic of 
trigeminal tic. 


Summary 


Migrainous neuralgia is a substituted form of migraine, 
in which the pain is referred anteriorly into the temple, 
eye, cheek, and jaws. It is usually strictly unilateral, 
though occasionally it may pass over to the opposite 
side at the end of an attack, as in migraine, another 
point of resemblance being the not uncommon presence 
of nausea. There are never present any of the cerebral 
phenomena of teichopsia, hemianopia, reminiscence, 
aphasia, or monoplegia. This difference in its symptoms 
may be due to vasomotor spasm affecting blood vessels 
of the dura, such as the middle meningeal, instead of the 
posterior cerebral artery as in migraine, the pain in 
migrainous neuralgia being referred along the recurrent 
trigeminal meningeal branches. Such a view of its patho- 
logy would account for the good effect undoubtedly pro- 
duced in many cases of severe migrainous neuralgia by 
alcohol injection of the supra-orbital or infra-orbital nerves, 
or by injection of the inner two-thirds of the Gasserian 
ganglion, which produces a more lasting cure. In many 
cases the duration of the paroxysms may be as short as 
ten minutes or a quarter of an hour, sometimes from four 
to six attacks occurring in the twenty-four hours. It is 
such brief attacks that might possibly lead to confusion 
of the diagnosis with trigeminal tic. In certain cases 
of migrainous neuralgia the pain is especially referred into 
the eyeball and around the eye, and in a large proportion, 
nearly 50 per cent., the eye becomes very congested, with 
lachrymation—a veritable ocular crisis. 
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Last April an Academy of Medicine was established in 
Rumania with Professor D. Danielopolu as its general 
secretary, and with its centre at Bucarest. It now 
publishes, in French, a periodical entitled the Bulletin 
de l’ Académie de Médecine de Roumanie, and the first 
issue contains a report of the preliminary sessions and 
also of those of the scientific and organization departments 
which were held on January 2Ist this year. In it will 
be found numerous papers on medical topics, including 
the protein content of body fluids, atropine as a mydriatic 
and a preventive of sea-sickness, the closure of the 
duodenal stump in gastrectomy, the respiratory exchanges 
in the optic nerve, the action of histamine on the stomach 
mobility, and the age for retirement of professors of 
medicine. The Bulletin is published by Masson et Cie, 
120, Boulevard St. Germain, Paris, to whom the annual 
subscription of 100 francs should be sent. Other com- 
munications should be addressed to Professor Danielopolu 
at the Hospital Filantropia, Boulevard Col. 
Bucarest. 
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; Case 2.—A healthy young woman, aged 19, slipped from 
PULMONARY TRAUMA the top of the household steps and felt something ‘‘ unusual ’’ 


BY 
W. E. COOKE, M.D., F.R.C.P., D.P.H. 
(From the Royal Infirmary, Wigan) 


(With Special Plate) 





The scanty references in medical literature during the past 
100 years might lead to the conclusion that lung damage 
by external violence was rare unless fracture of ribs 
and / or penetration had occurred. This may have been 
in a certain degree true before the advent of mechanical 
transport, with the great increase in the number of deaths 
by violence. The disinclination of the large majority of 


_ coroners to ascertain the exact cause of death in road 


accidents also masks its incidence, and rupture of the 
lung is rarely mentioned. I believe, however, that 
pulmonary trauma is not at all uncommon, and not 


infrequently occurs without evidence of injury—for 
example, bruises in the chest wall, haematomas of 
muscles, and fractures of ribs. If this be so, lung 


damage by external violence assumes a position of impor- 
tance in clinical medicine, in legal responsibility, in 
forensic medicine, and in physics (the problems here have 
not yet been touched upon), and invites investigation on 
the whole question of bruises. 

Textbooks and systems of medicine give scant notice 
to violence in the causation or exacerbation of lung disease. 
Osler and McCrae’ state that ‘‘ pneumonia may follow 
directly upon injury, particularly of the chest, without 
necessarily any lesion of the lung.’’ Reference is made to 
Litten, who ascribes 4.4 per cent. of pneumonias to trauma, 
and to Stern, whose figures are 2.8 per cent. Allbutt and 
Rolleston? also mention trauma as a causative factor in 
pneumonia. “‘ It is a debatable point how far injury may 
determine an attack of pneumonia. When the chest has 
received a severe blow without fracture of the bones, and 
then pneumonia begins within a day or two beneath the 
part injured, it is hard to believe, and impossible to swear, 
that there is no causal relation between the two events.”’ 
Cases of pulmonary tuberculosis sometimes relate the onset 
of the disease to a chest injury, and others its recrudes- 
cence to the same cause. The explanation may be 
apparent in later paragraphs. 

Consideration of trauma in cases of legal responsibility 
{fs essential to the ends of justice, and a correct opinion 
can only rest on knowledge of the train of events following 
injury. The problem affects forensic medicine, not only 
in ascertaining the actual cause of death, but in the wide 
field of production of bruises about which we know so 
little. Reading cases such as No. 9, the incredulous might 
well be forgiven for thinking that the era of romance in 
medicine has not yet passed: the mode of causation of 
such gross injury to an encased organ might profitably 
exercise the physicist. In 1934* I attempted to place 
lung injuries into three categories dependent upon the 
signs and appearances in each case, but it will be seen 
that many must overlap, pathologically, the boundaries of 
arbitrary compartments, although clinically confined to 
one group. 

Pneumothorax Type 

In this type there is simple rupture of a few alveoli 
and the visceral pleura leading to pneumothorax, without 
evidence—for example, haemoptysis or haemothorax— 
to suggest extensive damage to the parenchyma. The 
following two cases are examples. 

Case 1.—Giovannit in 1861 recorded the case of a boy, 
aged 15 years, over whose chest the wheel of a carriage had 
passed. He died on the tenth day. At necropsy no fracture 
of the ribs or sternum could be detected, but air escaped on 
opening the thorax. 





in her right side. On examination she had a right pneumo- 
thorax. Radiographs confirmed this, and showed complete 
collapse of the right lung. No fracture of ribs or other 
injury to the chest wall was present. In a month the 
pneumothorax had disappeared. No evidence of any lung 
disease could be found, nor did repeated examinations during 
the subsequent eighteen months reveal any signs of tuber- 
culosis. 
Parenchymal Rupture 

Rupture of the parenchyma may result in broncho- 
pulmonary haemorrhage where the haemorrhage, con- 
nected with a bronchus, results’ in haemoptysis. The 
bleeding may also take place into alveoli and alveolar 
walls, in which case haemoptysis may or may not occur. 
The haemorrhages appear as subpleural ecchymoses and 
bruises of varying extent in the lung fields, or as cavities 
filled with blood. The visceral pleura is not involved, 
and neither pneumothorax nor haemothorax is present. 

Case 3.—Moore® in 1842 published an example. A healthy 
young man fell from his horse and sprained his left wrist and 


elbow. No bruise of the chest wall or fracture of ribs could 
be found. He had severe haemoptysis, and died three days 
later. No necropsy was allowed, but in the light of other 


cases the extensive damage and haemorrhages into the lung 
tissue can be visualized. 


Another example is the following. 


Case 4.—A healthy man, 42 years old, received in a fight 
with bare fists two blows, one on the upper part of the left 
chest and one on the chin, and fell to the ground. He died 
almost at once from haemorrhage into the fourth ventricle. 
No external marks of violence were present, but at the 
necropsy the upper lobe of the left lung presented an area of 
bruising as large as a penny, surrounded by several smaller 
ecchymoses. 

The next example is a case of Dr. G. Ronald Ellis’s, 
who has kindly allowed me to quote it. 


Case 5.—A man, aged 42, was crushed between a steam 
wagon and a wall, the brunt of the blow being taken by the 
left side of the chest. There were no bony injuries. The 
following day he complained that his chest was becoming 
“tight ’’ ; he collapsed and momentarily lost consciousness. 
His pulse was rapid, and the respirations were 40 a minute. 
For twenty-four hours he was very distressed. and orthop- 
noeic ; he had a temperature of 101° F., and developed a 
cough with muco-purulent expectoration. On examination 
there was dullness and poor air entry at the right base ; the 
physical signs suggested fluid. A diagnosis of possible haemo- 
thorax was made, and the chest was explored but no fluid 
was obtained. An x-ray photograph of the lungs revealed an 
opacity at the right base. Two days later the signs here had 
disappeared, and the patient was much better. An x-ray 
photograph of the chest three days afterwards revealed 
almost complete disappearance of the basal shadow. A week 
later he was up and about in the ward. 


The exact condition of the lung in this case it is im- 
possible to estimate, but the probabilities are that the 
crush caused some parenchymal haemorrhage—a_ bruise— 
resulting in collateral congestion and collapse. The next 
case illustrates extensive injuries to the lungs and abdo- 
minal organs without any external evidence of trauma to 
those regions. 


Case 6.—A man, aged 24, was involved in a fatal head-on 
collision between his motor cycle and a motor lorry. Both 
thighs, the lower jaw, and the facial bones were fractured. 
There was not the slightest abrasion or bruise in the skin of 
the chest or abdomen, nor was there any sign of injury to the 
muscles or ribs. Both lungs presented subpleural haemor- 
rhages. On section the lung fields were found to be studded 
with reddish-brown areas of haemorrhage, ranging in size from 
a threepenny-piece or smaller to a penny. These ecchymoses 
had not caused disruption of the lung tissue. But, in 
addition, cavities filled with blood were also present. These 
ranged in size from that of a large pinhead to a hazel nut, 
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and were due to complete disorganization of areas of the 
parenchyma. Neither pneumothorax nor haemothorax was 
present. The abdomen filled with blood. There were 
three tears in the right lobe of the liver, and two in the 
spleen. There were effusions of blood in the mesentery and 
intestinal walls, in the retroperitoneal and perirenal tissue on 
the right side, and in the substance of the right kidney. 


was 


A final example of parenchymal damage is that of a 
pit pony. 

Case 7.--A pony bolted down an incline with a load of tubs 
weighing about three tons, and coming to a narrow doorway 
The tubs struck him in the 
There were no external signs of injury, nor was 
There were subpleural haemor- 


became wedged in the.opening. 
buttocks. 
there any fracture of 
rhages and numerous bruises in the lung fields, and several 
filled with blood, the being the 
tangerine orange. The visceral pleura were not ruptured. 


ribs. 


cavities largest size of a 


. 


Combined Type 
The third type is a combination of the two foregoing 
conditions: the visceral pleura is torn ; there is pneumo- 
thorax, or more frequently haemopneumothorax ; and 
there are extensive haemorrhages into the lung substance. 
Case 8.—A girl, aged 15, while cycling collided with a 
rapidly moving on-coming car, and was thrown into the air. 


When picked up she was dead, with fractures of the right 
clavicle, right humerus, and right femur. The ribs and 


sternum were intact. There were no signs of trauma in the 
chest wall, but two and a half pints of blood were present 
in the right pleural cavity, and the right lung was collapsed. 
- There was a laceration six inches in length extending deeply 
into the lung tissue on the posterior surface of the right 
lower lobe, another, two inches long, on the internal 
The right upper lobe presented a tear three inches 


and 
surface. 
long on its anterior surface, and immediately in front of this 
a piece of the upper lobe three square inches in extent was 
almost completely severed. Haemorrhages of various sizes with 
disruption of the lung tissue 
ecchymoses mottled the lung fields. 
similar haemorrhages and 
rupture of the pleura. 

Case 9.—Smith*® records the case of a boy, aged 8, who in 
1896 was run over by a heavy cart. There was not the 
slightest trace of abrasion or bruising of the skin of the 
chest, nor behind the sternum and ribs, but the upper lobe 
of the right lung had been cut completely off from the root of 
the lung, and was floating freely in a pleura full of blood. 


and numerous 
The left lung presented 
was no 


were present, 


ecchymoses, but there 


Other cases of lung rupture are recorded by Le Conte,’ 
Wideroe,® Kerr,’ MacTaggart,!® and Spiers.?! 
, ’ fale) I 


Macroscopicak Morbid Appearances 

Appearances vary, of course, with the severity of the 
injury, from the simple rupture of the visceral pleura 
and a few alveoli leading to pneumothorax, small sub- 
pleural haemorrhages, and bruises in the parenchyma, 
to the grosser injuries described in Cases 6, 7, 8, and 9. 
Fig. I on Plate shows the posterior view of the right lung 
of Case 8. The lung has been distorted by pressure in 
fixing. The apex is at A, and the diaphragmatic surface 
at B. Below the large tear, T, 
several small subpleural haemorrhages, H. 
the upper lobe that 
to the left, L, and immediately to’the right the tear in 
the upper lobe, R. 

Fig. If is a photograph of the sectioned right upper 
lobe. Below, the jagged tear, R, 
pieces of lung, L, are seen. 


which the 


in the lower lobe are seen 
The piece of 
almost severed is above 


Was seen 


and the almost severed 
Above are several cavities, 
been removed. In 
the right half of the section are several small dark areas, 


C, from blood clots have 
E. These are ecchymoses or bruises in the lung fields, 
and appear in fresh specimens reddish brown in colour. 
There are also areas of localized emphysema. 
Histological Appearances 
The cavities are not limited by any resistant structures 
but are lined by the compressed walls of surrounding 


Qe 





alveoli. The adjacent alveoli, and those in other Parts 
of the lung, may appear as in Fig. II, No. 1. The 
alveolar walls are ruptured and the alveoli are dilated 
but there is no haemorrhage into them or into the 
alveolar walls. Or the appearance may be that seen in 
No. 2, in which rupture of alveoli has occurred ; jp 
addition, haemorrhage has taken place in the alveolar 
walls, but not into the alveoli. Some of the spaces jn 
the photomicrograph are lined by alveolar epithelium 
but in others the epithelium has been wholly or partially 
lost in the general disruption. In fact, it is doubtful jg 
many of the smaller spaces represent alveoli at all. 

A further stage is seen in No. 5, where complete dis. 
organization of tissue has taken place. Structure has 
been entirely lost, and alveolar epithelium, dust cells, 
dust particles, and tissue debris are swept aside before 
the avalanche of blood. In the right upper half of the 
photomicrograph are the dust cells and dust, and in the 
left lower half the blood tide. The clear circular spaces 
are air bubbles, not due to gas-forming organisms. The 
same appearance Nos. 4 and 5, which are 
sections of a small bronchus. At C is the cartilage, and 
in No. 4 the bubbles are seen in the blood in the lumen 
of the bronchus. No. 5 shows that the air has not only 
been foréed through the blood inside the bronchus, but 
has caused an interstitial emphysema of the tissues 
external to the cartilage. 

No. 6 represents a section through a bruise in the lung 
parenchyma. The alveoli are filled with blood, but the 
walls are intact and are seen as dark lines in the photo- 
micrograph. 





is seen in 


Discussion 


A physical explanation of the various types of lung 
rupture, from the small tear in the visceral pleura and 
simple pneumothorax to extensive lacerations leading to 
haemopneumothorax, with (as in Case 9) actual sever- 
ance of a lobe, and from the simple bruising of the lung 
parenchyma and subpleural ecchymoses to complete dis- 
ruption of lung tissue and formation of haemorrhagic 
cavities, would appear difficult. For want of a better 
hypothesis the one previously advanced will be retained 
until further results necessitate modification. The theory 
was that at the moment of the application of violence 
the lungs must be in the position of inspiration and the 
glottis Resiliency of the ribs is no doubt a 
factor in some cases, but it cannot play any part where 
rupture takes place by violence not directly applied to 
the chest. All the cases mentioned had the common 
characteristic of not showing any bruises in the skin of 
the chest or in the underlying muscles ; nor were 
fractured ribs present in any of them. 

The fact that extensive visceral damage can be pro- 
duced without any external evidence is important from 
many points of view. The clinical importance is obvious, 
and is well recognized by some physicians and surgeons. 
A blow or fall on the chest may result in ecchymoses 
in the lung, and pneumonia patients occasionally date 
their illness to such injury received six, twelve, twenty- 
four, or forty-eight hours previously. The possibility of 
rapid extension in cases of active pulmonary tuberculosis, 
or the relighting of a latent focus as the result of a chest 
injury, 1s apparent. 

The factors governing the production of bruises are 
not understood, but it is a matter of serious import in 
medico-legal cases. Often in cases of violence the first 
question asked by the judge, jury, and defending barristet 
, ‘‘ Were there any ’’ Tt is very difficult to 
convince them that bruises are not necessarily present in 
cases of violence, especially difficult when a_ previous 
witness has stated that he have ‘‘ expected” 
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bruises. The point cannot be too frequently reiterated 
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OS 
that we do not “‘ expect " bruises in any case of violence. 
If they are present, and agree in age with the date of the 
violence, well and good ; but even then the extent of the 
pruising may not have the slightest relation to the 
severity of violence. Extreme cases in this respect are 


instanced in the thrombopenics and the haemophiliacs. 





Plate III: All the figures are multiplied 100 diameters. 
Photomicrographs by C. F. Hill and W. E. Cooke. 
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DERMOID CYSTS AND TERATOMATA 
OF THE MEDIASTINUM 
P. J. MOIR, M.C., F.R.C.S. 


SURGEON, GENERAL INFIRMARY AT LEEDS 


(With Special Plate) 





Mediastinal dermoids are more accurately called terato- 
mata, since tissue derived from all the embryonic elements 
may be found in their composition. Their comparative 
rarity is borne out by the few cases recorded. Writing 
in 1929 Robertson and Brown! could only find records 
in the literature of 123 cases. Heuer* traced reports of 
134 cases, to which he added four that had come under 
his own care. Since 1929 Lambert* has reported two 
cases, and individual cases have been recorded by Smith,‘ 
Robertson,® Cochrane and Nowak,® Crosby and Graham,’ 
and Eggers.“ Only two cases have been traced in the 
records at the Leeds Infirmary in the last ten years. 


Case | 


A girl aged 16 was admitted to the General Infirmary at 
Leeds under my care on October 15th, 1935. She complained 
of pain in her chest, which had been intermittently present 
for the last twelve months. The pain was felt in the front 
of the chest, and had also radiated into the right axilla and- 
down the right arm. Occasionally she had difficulty in 
swallowing. 

Previous History.—She had pneumonia as an infant and 
had suffered from rickets. She has had tibial osteotomies 
performed. 


Physical Examination.—The patient was well nourished and 
lay comfortably in bed without distress. Temperature and 
pulse were normal. The right side of the chest appeared 
slightly prominent, but no swelling could be detected on pal- 
pation. Percussion revealed an area of dullness over the front 
of the right side of the chest, extending from the level of the 
second rib downwards to become continuous with the liver 
dullness below. Laterally the dullness extended outwards 
from the mid-line for about three inches. On auscultation 
some diminution of breath sounds was noted at the right 
base and in the axilla. 

X-Ray Examination (See Plate).—An antero-posterior view 
demonstrated a well-defined shadow occupying the upper and 
inner part of the right lung field. A lateral x-ray showed 
the tumour to be the size of a Jaffa orange lying more 
anteriorly than posteriorly. 

OPERATION 

Avertin 0.08 gram per kilo of body weight was administered 

with atropine 1/100 grain. Ethylene-gas-and-oxygen anaesthesia 





under positive pressure was given by Dr. Stanley Sykes. 





A transverse incision was made at the level of the fourth 
costal cartilage, and extended outwards from the sternum to 
the right side for four inches. The fibres of the pectoralis 
muscle were split, and the fourth and fifth costal cartilages 
cleaned and excised. A hard mass, the upper margin of 
which could not be reached, was felt extending into the right 
thorax. A vertical incision was continued up from the trans- 
verse one, and the third costal cartilage was split. This gave 
a better exposure, and separation of the tumour from the 
surrounding structures was begun. The tumour was adherent 
to the pleura, and this was opened in two places. It was 
realized that the size of the tumour would make delivery 
through the wound impossible. Accordingly aspiration was 
carried out, and 8 ounces of dark grey fluid containing sandy 
gritty material were evacuated. This considerably reduced 
the size of the tumour and, after further separation, allowed 
its delivery into the wound. It remained attached medially 
to the pericardium, where it proved very adherent. Separa- 
tion here led to opening of the pericardium at one place. It 
was decided, therefore, to leave a small portion of the inner 
wall of the tumour attached, as it was feared that complete 
separation might lead to tearing of the great vessels and to 
further damage to the pericardium. The rest of the tumour 
was removed. The tears in the pleura and pericardium, were 
repaired. This left a large space, but the wound was closed 
except for a small drainage tube at the lower angle. The 
operation took two hours and five minutes. 


Post-operative Progress.—The patient left the theatre in 
good condition, and at no time during convalescence was any 
anxiety felt. Slight infection of the wound occurred and 
drainage continued for some weeks. She left hospital two 
months after the operation with her wound soundly healed. 


PATHOLOGICAL REPORTS 


1. Fluid from Tumour.—This contained a few red blood 
cells and epithelial cells, together with much amorphous 
debris and some dark pigment. 


2. Tumour.—This consisted of a cyst showing two pro- 
jecting nodules obviously covered by squamous epithelium, 
together with smooth nodules showing on section a variety 
of tissues. “No obvious hairs were seen. Histologically it was 
a typical teratoma partly lined by squamous epithelium, partly 
by gastro-intestinal epithelium. Many other tissues were 
seen: cartilage, mucous glands, a large amount of pancreatic 
tissue, and some adipose tissue. There was no histological 
evidence of malignancy. 

Case Il 

A woman aged 25 was admitted to the General Infirmary at 
Leeds on June 7th, 1928, under Dr. Maxwell Telling. She 
complained of cough and pain in her chest of twelve weeks’ 
duration. The cough was somewhat productive and the 
pain, which was not severe, was in the right lower part of 
the chest and in front. 


Previous History.—The present complaint started four 
months previously, when she had an influenzal cold. She soon 
recovered from this, but was left with the pain in her chest. 
Before this illness she had always been well. 


Physical Examination.—The patient lay comfortably in 
bed, and there was no dyspnoea. Temperature and pulse 
were normal. There was slight prominence of the right chest 
at the level of the third rib. The movements of the left 
chest seemed better than the right, and this was confirmed 
by palpation. No swelling could be felt. Percussion revealed 
an area of dullness extending downwards from the second 
rib and merging with the liver dullness below. Laterally the 
dullness extended outwards to the mid-axillary line. On 
auscultation there were diminished breath sounds over the 
area of dullness. 

X-Ray Examination.—The report was as follows. Antero- 
posterior view: There is a large collection of fluid in the 
right chest. Outlines of shadow are very well defined. 
Lateral view: The posterior mediastinum is obscured by a 
dense circular shadow extending behind the shadow of the 
heart. 

Sputum examination was negative for tubercle. A diagnosis 
of encysted empyema was made and aspiration carried out. 
The fluid contained necrotic pus cells, but no organisms. 
Both aerobic and anaerobic culture produced no growth. 
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The diagnosis was altered to mediastinal dermoid, and the | thoracotomy, should this be necessary to establish the 
case was transferred to the late Mr. Dobson for operation. diagnosis, is a wiser and safer procedure than aspiration, . 
OPERATION An x-ray examination is always necessary, and both * Ro 
a ° » F antero-poste i ) c < Tc eWS “ ; ‘aAile , 
Ihe operation was performed on January 28th, 1928, under antero-posterior and lateral views are calied for. The i 
open ether anaesthesia. An incision was made internal to shadow cast by the tumour appears, as a rule, in the 4 Sn 
the right breast, and the breast was retracted laterally. About upper part of one or other lung field and the outline js 5 Ro 
three inches of the fifth rib were removed, and the visceral | well defined. The direction of the growth may be down. ‘@ 
pleura was stitched to the parietal. The skin incision was | wards, when the shadow will appear as resting on the "Cr 
closed. Twelve days later, under open ether anaesthesia, diaphragm. An oblique view helps to determine the ‘FE 
the incision was reopened. <A cyst about the size of a coco- ES ee ik . hina ust aaleteak 5 8 
nut was felt. This was opened and a quantity of yellow seein a . ae — ss 
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fluid evacuated, together with much sebaceous material. The See a as it : eee agen ey - t ‘ye of 
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inner wall was scraped out and the cyst was marsupialized ¥ / ee 5 Sersoht ected Cases 
ie " will not give such clear x-ray findings, and the sh; 
und drained 5 - 5 adow 
: may be mistaken for an encysted empyema. 
Post-operative Progress.—She left hospital on August 31st, ee ; Py 
1928, with the wound discharging. The discharge continued, : 
and in 1933 she returned to hospital, when the wound was Treatment 
reopened and the cyst was packed and drained. She lett The aim in treatment should be complete removal 
hospital with a sinus, which was still discharging when last . : : : : : : 
: : Jrainage ETE s evitably lead to infec 
heard of. The patient has since leit the district, and it has om gg bnng tier 2 — ly oi i the 
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not been possible to get her up for re-examination (October, dash a ee - ‘ “ oe EROS. Se ee ee 
1935). applies to marsupialization. It must be remembered that 
Commentary teratomata are potentially malignant, and this is another 
‘paar ; good reason for extirpation. If the teratoma is infecte 
Rarely teratomata of the mediastinum remain dormant, ORM RE srelimin; iS iecet is advisable, as atte : 
cause no symptoms, and are found at necropsy. Although ie ay a ee a re 
suse GO symy a sh ater a 5 at removal may lead to spread of the infection to the Dei 
congenital these tumours may cause symptoms at any pleura and the mediastinum nev 
age. Robertson records a case in a boy of 7, and of a, ae . : 
H. hi shies ee a se mi Ba es - , If the tumour is small, and presenting suprasternally, in 
euer’s four cases one was a man of 5 mut usually ERE : : a 
é i - a low coilar incision in the neck may give suf der 
symptoms arise in early adult life. Aurousseau® gives a Ties 1: : ae ufficient : 
Hd ieee ar Pon sak: die UMMA Mant siete aed acess th access. In addition, median sternotomy, with separation 1S 
avie -Seve Cades 7] S < 2 ec “6 ° . ° “ 
in &9 , : het 7 6 “mn - of the two halves of the sternum, can be carried out should wh 
: a ee = in sa, A ie id se f i le SEX | more space be required. For the large tumours various Th 
( » patient does not seem to be a factor of importance. . 
‘ _ pan “ aan shoe age cal . I re approaches have been recommended and tried. — These nol 
sy ee - ary ee eee ee A sion - 4h uncom | include an intercostal incision over the site of the tumour mo 
plicated cases—that is, those in which infection is absent ; ee nt ohare ORRiiiet ; oft 
hict nace ‘cat; even sh and wide separation of the ribs by a rib spreader, resection 
or 1n which no large communication with important ok sie ‘oukel cavtiiaens witl it] lateral s H 
; ; f ribs or costal cartuages with or without lateral sterno- 
structures exists—the symptoms that arise are largely tone nd the -taanclter apokiodh be eens = 
= ° ° $ Oo y, anc Ce “ap- ) a TO IV -allS a 
the result of pressure. Pain is common, and may be an Se: APP meee ap at 
: ; : ‘ é . ; of the chest wall together with rib resection. Cases in 
ache or a feeling of weight situated behind thé sternum, | wilhies tien denmaiae--ek waek: da aaa therene. aa ant 
Ske + : | n 1e€ oO x cyst is densely adhere or 
or it may radiate in the direction of an intercostal nerve | h hia Lace albanien a : on ke sue bre 
, | has perforatec orta structures may make surgica 
or shoot down the arm. A large tumour may press to | vacant ee More conservative nensanel th 
. . | « c c . + » « ae . 
such an extent on mediastinal structures that engorge- | 1 lian ayer eee “ona of 
; | then have to be adopted. artial removal of the tumour 
ment of the vessels of the neck or even oedema of the ciate settle the we ay cate . the 
Se hea ‘ on nee : rad ese may be possible, or the surgeon may have to content 
ui <arettanarutlie -«.icsmac-anabe tained: McK ts himself with scraping out the contents of a cyst and le 
: : e se scré ; nts o rst a 
and dysphagia has been complained of occasionally. | NRC r . to 
‘ ‘ 7S ata age. ° 
Cough may be troublesome, and in those cases in which = F inf 
the teratoma communicates with a bronchus considerable Mortality eac 
sputum may be expec ted. The expectoration may contain The mortality from mediastinal teratomata is high. po 
greasy material, or hairs may be coughed up and lead to | The best results are obtained by excision in clean cases, as 


Heuer,’ in the article already referred to, has published 
the after-histories of 138 cases. At necropsy twelve were 


a definite diagnosis. In other patients bleeding into a 


bronchus might give rise to haemoptysis, and a wrong 





diagnosis of tuberculosis may be made. If infection | found ; in eight details are unknown, forty-six died un- ; 
occurs, fever, anorexia, and loss of strength result, and | treated, and seventy-two were operated upon. Of these nat 
the infection may spread to the pleura and cause an | seventy-two cases, one had simpie drainage of the pleura, 
empyema. thirty-four had incision and drainage of the cyst, some 
Diagnosis times with marsupialization, and thirteen died. Eight 
- ; ; “ef . recovered with the formation of fistulae, one recovered 
These tumours must be considered in the differential ; ef ; : 
: . - . but was not improved. Five were cured for varying 1 
diagnosis of other intrathoracic neoplasms and they must f ; : : 
as : 5 oe ge periods, five recovered but the end-result is not stated, 
be differentiated from certain other pleural and pulmonary ' ; : 
rags . . : and in two the outcome of the operation is not given. ( 
conditions. Examination may show some asymmetry of a d F 
. . : ae a Of thirty-four cases, therefore, only five are known to I 
the thorax, or a swelling may be apparent. The swelling See ‘ . 
: . : : : have been completely cured. Thirteen patients had in- ] 
may present itself in the suprasternal notch or, more let ti tj a lied : ‘dl 
complete extirpation ; two died and one was going rapi 
often, may bulge between the ribs, to one or other side Po “i Lagat going 3 y the 
downhill ; nine recovered, but had discharging sinuses ; gre 
of the sternum. In these cases a boggy or doughy con- sci 
Mine one recovered, but the result was unknown. Twenty-four Th 
sistency of the swelling has been described, suggesting | , F 
te 2 . © | patients had complete extirpation of the tumour ; three ob: 
a diagnosis of cold abscess. An area of dullness may be | %: . ; 

; : died ; twenty-one recovered and were cured. fol! 
mapped out and auscultation reveal altered breath sounds, : th 
or diminished air entry to the affected part of the lung. h 

, . ae W 
When the tumour is very large the whole pleural cavity Summary ke 
ie = = or r 

may be filled by it. Fluid aspirated from the swelling 1. Two cases of mediastinal teratoma are reported. * 
7 ° ° ° = . . . . D 
may yield sebaceous material, hair, or cholesterol, and 2. Symptoms and diagnosis are discussed. 8 
at 5 ; mer : mt ; UL 

these or similar findings will help to distinguish the con- 3. Treatment by complete removal offers the safest ah 
dition from hydatid cyst of the lung. Exploratory | and best chance of cure. ‘ 
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Dermatitis in various forms is a source of danger to the 
newborn infant, and its occurrence causes anxiety to those 
in charge of maternity units. Undoubtedly the type of 
dermatitis which most jeopardizes the neo-natal infant 
js that usually called ‘‘ pemphigus neonatorum ’’ but 
which we prefer to designate ‘‘ subepithelial dermatitis.’’ 
This disease has been surrounded by obscurity ; the 
nomenclature is unscientific and misleading, the aetiology 
more than uncertain, the many advocated treatments 
often unsuccessful, and the mortality rate high. 

There are no reliable statistics of the incidence of 
‘pemphigus neonatorum.’’ In the last century it was 
at times a scourge in some hospitals, but the use of 
antiseptics and an aseptic technique led to fewer out- 
breaks. From a study of the literature it is apparent 
that since 1917 there has been an increase in the number 
of epidemics arising in America, and an examination of 
the annual reports of maternity hospitals shows that the 
problem constantly recurs in this country. According 
to C. O. Stallybrass (1935) an average of sixty cases of 
infantile skin diseases, mainly ‘‘ pemphigus,’’ are notified 
each year by the midwives in Liverpool, but it is im- 
possible to get reliable statistics for the whole country 
as the disease is not notifiable. 


“e 


Classification and Diagnosis 
The group of diseases comprised by the term 
natal dermatitis ’’ includes several distinct entities: 

1. Simple infantile dermatitis (Jacquet). 

2. Syphilitic dermatitis. 

3. Erysipelas neonatorum. 

4. Bullous dermatitis due to mechanical or chemical 
irritants. 

5. Pyodermatitis: (a) folliculitis ; (b) subepithelial 
dermatitis (pemphigus neonatorum) ; (c) deep cuta- 
neous abscesses. 


‘ 


* neo- 


In the first three groups the pathology is clear, and 
there is little difficulty in diagnosis, while the fourth 
group is recognizable by the sterile fluid in the blisters. 
The last group is by far the most important. Some 
observers have found difficulty in distinguishing between 
folliculitis and subepithelial dermatitis. In most cases 
the lesion of the folliculitis is no bigger than a millet seed, 
Whereas the blister of the subepithelial dermatitis is 
about the size of a threepenny-piece. When, however, 
a group of follicles becomes infected, and the neighbouring 
pustules coalesce to form a blister, it is not easy to 
Make a diagnosis before it is evident that further spread 
will occur. 





In considering the differential diagnosis, dermatitis 
herpetiformis, epidermolysis bullosa,sand hydroa vaccini- 
forme must be mentioned ; these diseases are indeed 
stressed in the textbooks, but are rarely met with in 
actual practice. The blister usually seen is either 
pyogenic or sterile: sterile blisters are due to mechanical 
or chemical irritants, or else are of toxic origin. In the 
leading article in the Lancet of June 8th, 1935 (p. 1333), 
it is stated that the contents of the bullae in pemphigus 
neonatorum are initially clear, but in contradistinction 
to this, pus and micrococci were found in every case 
examined at Mill Road Infirmary, and several hundred 
blisters were examined. These findings were of great 
value in early differential diagnosis. 


Experience at Mill Road Infirmary 

Subepithelial dermatitis had been present in the 
maternity unit since 1926, and in 1933 fifty-four cases 
of ‘‘ pemphigus,’’ and many cases of folliculitis, were 
recorded out of a total of 1,122 births. The problem 
needed thorough investigation, and had given rise to 
great concern previously. In contrast, puerperal pyrexia, 
fever cases, and maternal deaths were few, and in other 
respects the results were quite satisfactory in the unit. 
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The dotted line indicates the births in the Maternity Unit ; 
the shaded area the ‘‘ pemphigus’”’ deaths; the broken line 
subepithelial dermatitis outbreaks due to Staph. aureus, except 
where Staph. citveus is indicated; and the continuous line 
total skin lesions (pyodermatitis). A, Wards closed and 
cleaned. B, Silver nitrate treatment begun. C, Laundry 
inspection. D, Laundry changed. 

Note: (1) Value of silver nitrate treatment (B). (2) Curve 
of cases of subepithelial dermatitis coincides with the number 
of births.. (3) Temporary improvement after laundry inspec- 
tion (C); cessation of epidemic following change of laundry 
(D). (4) Pyodermatitis curve closely follows subepithelial 
dermatitis curve and also ceased with the laundry change (D). 


In the first series of cases of ‘‘ pemphigus neonatorum ”’ 
examined from August to December, 1932, thirteen were 
investigated, and the cultures contained a growth of 
Staphylococcus aureus. Five patients died, giving a mor- 
tality rate of 38 per cent. One of the dead babies was 
premature, and another had hydrocephalus, so the cor- 
rected rate was probably 27 per cent. 

The unit had a quiet period during December, 1932, 
and the first half of January, 1933, then the number 
of births increased and another case of ‘‘ pemphigus ”’ 
occurred. This led to a new outbreak of twenty-one 
cases in March, 1933, and the wards were closed. 
Bacteriologically this had particular interest, as Staphylo- 
coccus citreus was recovered fram the blisters. There 
were at least two strains present: one fermented milk 
with the production of acid, and the other clotted milk. 
Further, these strains actively fermented the sugars and 
produced indole, in contrast to the common strains, which 
do not ferment the sugars. Clinically the blisters were 
similar to those previously seen, but in this outbreak 
there were only three deaths, giving a mortality rate of 
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10 per cent. The treatment was the same in both out- 
breaks, and the improved mortality rate was ascribed 
simply to the low degree of virulence of the new strains 
of staphylococci. It is interesting to note that Staphylo- 
coccus citreus had not previously been identified with 
‘“ pemphigus,’’ and, furthermore, was not recov red from 
subsequent cases, with the exception of Case 65. 

In order to determine whether spray infection 
responsible for the spread of the disease swabs were taken 
from the nurses’ throats and cultured. Staphylococcus 
aureus was found, but not Staphylococcus citreus ; it 
therefore seemed that the nursing staff were not harbour- 
ing the organism responsible for this outbreak. Until the 
problem was solved in 1934 seventy-four more cases 
occurred, but with no further deaths. All these 
were examined repeatedly, by the Balzer-Griffon method, 
for partially anaerobic streptococci, but with completely 
negative results. Five strains of aerobic streptococci 
were recovered from the cultures, and these not 
the same as the partially anaerobic strains obtained 
from cases of impetigo contagiosa bullosa of older infants. 
Bacteriologically, therefore, there was no proof that sub- 
epithelial dermatitis was an infantile form of impetigo 
contagiosa. 


was 


cases 


were 


Post-mortem Investigations 

Four were examined post mortem. The main 
changes were in the skin, of which, in each case, from 
30 to 60 per cent. was ulcerated, the remainder appearing 
healthy. Although it looked normal to the naked eye, 
on grasping this apparently healthy skin the epidermis 
would exfoliate. In Case 3 there necrosis of the 
brain tissue, but with no leucocytic infiltration. In 
Case 35 there were slight changes in the cord, and also 


Cases 


was 


some bronchitis. The liver showed cloudy degeneration, 
and in one case there was severe toxic degeneration of 


the parenchyma cells. 

Maguire (1903) said that the exfoliation was due to a 
horizontal cleavage of the epidermis between the stratified 
and the Malpighian layers, and occurred along the lower 
edge of the stratum lucidum. In 
skin taken from stillborn or early neo-natal infants were 
examined, and a very primitive condition was found. It 
was impossible to note differentiation of stratified and 
Malpighian layers, nor was the stratum lucidum appa 


our series sections of 


rent ; the epidermis was very thin, being two or three 

cells thick, and the papillae were primitive or absent. 
The sections of skin taken from the blistered area of 
pemphigus ’’ infants showed that the spread took 


contradistinction to the 
redescribed by writers 
One of the infants examined was a small baby (one of 
Blisters 
through 
that the between the 
corium and the epidermis—that is, subepithelial—and this 
led us to suggest the term “ subepithelial dermatitis.’’ 
This post-mortem evidence made us conclude that the 
only difference dermatitis and 
epithelial dermatitis is one of degree. 
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developed the day before sections 


these blisters showed was 


between exfoliative sub- 


Definition and Differentiation 

When the blisters have covered as much as a quarter of 
the body surface the prognosis is grave, and it is usual to 
call the exfoliative dermatitis or Ritter’s 
disease.’" Poole and Whittle (1935) have stated that the 
lesion of pemphigus of the newly born is essentially one 
which affects the superficial layers of the skin. Clinically 
the covering over the blister does appear to be thin, but 
sections show that at an early stage the whole of the 
epidermis lifted up. Therefore histologically 
there is an important difference between the superficial 
infection of impetigo contagiosa and the deeper lying and 
more dangerous lesion of ‘‘ pemphigus neonatorum.”’ In 


disease 


has been 
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impetigo, according to Sabouraud (1928), the lesion pep; 
as a serous effusion between the stratum granulosum and 
the stratum corneum. The effusion contains nucle of 
dead leucocytes mixed with living ones, and mostly im. 
prisoned in a network of fibrin. ‘The ‘‘ primitive crust " 
has an upper layer of corneous cells, but the bulk is 
composed of coagulated serum and leucocytes, The 
‘““ primitive crust ’’ in subepithelial dermatitis, on the 
other hand, represents the remains of the whole of the 
epidermis. The extraordinary rapidity of spread in “ gyp. 
epithelial dermatitis ’’ is probably due to the absence of 
papillae, as the under-surface of the primitive skin of the 
newborn is deficient in papillae, and, furthermore, there 
is an absence of leucocytes in the surrounding corijum, 

From a histological standpoint there is therefore no 
justification for asserting that impetigo contagiosa and 
‘ pemphigus neonatorum ”’ are the same disease. In the 
former case the disease is superficial and spreads along 
and under the stratum corneum, and above the stratum 
granulosum, In the latter the condition is a subepithelial 
dermatitis, which, in severe and fatal cases, could be 
termed “‘ epidermatitis exfoliativa,’’ as the whole of the 
skin is not cast off. In the one case (impetigo contagiosa) 
the primary infecting organism is the partially anaerobic 
streptococcus, whereas the infecting organism in gsyb. 
epithelial dermatitis is usually a chromogenic staphylo- 
coccus (aureus or citreus). 

‘““ Pemphigus neonatorum ’’ is, in fact, a local pyo- 
dermatitis, as is folliculitis. The difference between the 
two conditions is largely an anatomical one: in folliculitis 
the infection is confined to the hair follicles and sebaceous 
and sweat glands, and in “‘ pemphigus neonatorum ”’ the 
organisms are situated below the epidermis, where there 
is ample scope for rapid spread under the growing 
squamous epithelium. In the early neo-natal state the 
blisters are flaccid with little inflammatory exudate, 
whereas later there is a rich inflammatory response, the 
bullae are turgid, and the spread is slower. 


The Boston Method 


” 





‘“ Pemphigus neonatorum ”’ usually begins as a single 
blister, and it was therefore thought that by bringing an 
efficient antiseptic into direct contact with the organisms 
in the primary blister it should be possible to abort the 
disease. This was done in seventy-four cases, and in all 
the marked clinical improvement provided further proof 
that the simple subepithelial 
dermatitis. 

It is comparatively easy to discover the source of infec- 
tion first ‘““ pemphigus neo- 
natorum’’ and their contacts can be investigated, but 
the search for a infection in a unit where the 
disease has been endemic for years is a laborious task, 
and often an The consequence is that 
practically every member of the personnel and_ every 
item of the equipment of the maternity unit has been 
blamed at some time or another for originating outbreaks ; 
the doctors, midwives, mothers, visilors, furniture, nursery 
paraphernalia, and the tap-water have one and all been 


disease begins as a 


when the case or cases of 


focus of 


unsuccessful one. 


suspect. 

The accepted method of treatment of an epidemic has 
therefore been, not the rational though difficult one of 
removing the source of the infection, but that of covering 
the infants with an “‘ impenetrable ’’ oily barrier, the 
so-called ‘‘ preventive or Boston treatment.’’ In Mill 
Road Infirmary in 1933 the incidence of ‘‘ pemphigus” 
was 4.6 per cent. The Boston method was tried, without 
success. The method is unscientific, and in our opinioa 
every effort should be made to trace and eradicate the 
source of the infection. It was found that two laundries 
washed the linen for Mill Road Infirmary, and inspection 
revealed that in one of these, which dealt with the infants’ 





clothing, there were several workers on the ‘‘ sterile ”’ side 
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who should not have been there, as they had septic lesions 
on their hands, arms, and faces. 


The Lesion 

The original lesion has been used by some observers to 
explain the origin of the infection. Sabouraud (1900) 
observed that the disease almost invariably started on the 
buttocks, and he deduced that the infection came from 
powel contents. Collins and Campbell (1929) noted that 
in a series of fifty ‘‘ collected cases ’’ the original lesion 
was in the groin or in the umbilical region, and concluded 
that the organism was inoculated through a skin abrasion. 
Poole and Whittle (1935), surveying nine cases, stated 
that the sites of election of the first blisters were points 
of trauma: the napkin area because it was constantly 
irritated, and the face because it was readily accessible to 
scratching. In our series of 116 cases only one began on 
the buttocks and five in the groin, whereas thirty began 
as blisters on the finger or back of the hand and fifty- 
seven on the abdomen, chest, neck, and upper arm—parts 
much less accessible to scratching. 

In our opinion a knowledge of the site of the original 
lesions is of value in that it provides one guide to the 
source of the infection. Thus the napkin area incriminates 
the napkins and the technique, etc., of the nurses, while 
the umbilical region incriminates only those responsible 
for dressing it. In the Mili Road outbreaks the primary 
blister was frequently found on parts covered by clothing, 
leading us to suspect that the “‘ clean ’’ clothing of the 
infants might be the source of the infection. 

The earliest recognizable lesion appeared to be a pale 
yellow area of the skin, which later wrinkled on the 
surface as the blister formed. No redness was noticed 
unless the blister was a tense one, and these tense blisters 
were only found in the cases of older babies and of 
adults infected from ‘‘ pemphigus ’’ cases. Six members 
of the nursing staff and two of the laboratory staff 
developed subepithelial dermatitis, and these were all 
infected on the hands. The adults infected with the 
disease had only one blister, and they did not suffer any 
constitutional disturbance. The sister who was infected 
thought that her blister was due to a burn, but some of 
the blister fluid injected under the epidermis of another 
adult led to the formation of a typical ‘‘ pemphigoid ’’ 
lesion in twenty-four hours. Cultures from the sister’s 
blister and from the experimental blister yielded similar 
strains of Staphylococcus aureus identical with that 
obtained from a severe case of ‘‘ pemphigus ’’ which the 
sister was attending at the time. 


“e 


Course of the Disease 

If the original blister is not satisfactorily treated pus 
is disseminated over the skin, either by the Mmfant or 
during bathing, etc. Crops of blisters appear and spread ; 
the ulcers formed become infected by other organisms, 
and in a large number of cases the clinical picture becomes 
that of epidermatitis exfoliativa. 

The absence of lymphatic response is interesting, as no 
enlarged glands were seen or felt in spite of acute ulcera- 
tion, and there was no rise of temperature. Blood cultures 
were not taken because the temperatures of the infants 
Temained normal; in four fatal cases the temperature 
remained normal throughout the illness. Case 14, which 
developed abscesses, ran a slight temperature until the 
day before death, when a high terminal reading of 
107.8° F. was recorded. 


Symptoms and Haematology 
The infants showed few symptoms apart from restless- 
hess; the great majority were breast-fed and took their 
feeds well, unless the bowel became infected. Diarrhoea 
with green stools was the commonest secondary manifesta- 





tion, and the faeces, examined microscopically, showed 
the presence of mucus and columnar epithelial cells. The 
cultures contained a growth of Staphylococcus aureus. 
Although the bowel was infected by the same organism 
the infection was superficial and without ulceration, in 
marked contrast to the extensive destruction of the skin. 

An examination of forty normal babies showed that 
the infant at birth has an adult type of blood count, 
with a marked polymorphonuclear leucocytosis. During 
the next ten days there is a remarkable change in the 
blood picture to the normal infantile count. Twenty 
cases of ‘‘ pemphigus ’’ were examined, and it was found 
that the disease had little effect on the blood ; apparently 
the normal blood changes in progress were not influenced 
by the disease. 

The neo-natal infant, in its transition from a parasitic 
to a free-living existence, goes through many important 
changes. Subepithelial dermatitis at this stage finds the 
infant ill prepared to resist the attack even of organisms 
of a low degree of virulence like staphylococci. As men- 
tioned -before, the mortality rate in the first thirteen 
cases was 38 per cent., and in the outbreak due to 
Staphylococcus citreus it was 10 per cent. 


Method of Treatment 

Various treatments with lotions, ointments, and powders 
were tried at Mill Road Infirmary, as had previously been 
done elsewhere, but without apparent influence on the 
course of the disease. Pathological study had suggested 
that if the blisters were filled with an antiseptic solution 
the disease would be aborted. The following technique 
was therefore adopted. ° 

The blister was washed with ether. A fine capillary 
pipette was pushed into the blister and the pus evacuated 
into the pipette was sent to the laboratory for classification 
of the strain of staphylococcus. This strain was then com- 
pared with those isolated from “‘ carriers.’’ Indole, methyl- 
red, and the Voges-Proskauer test were used for the identifi- 
cation of strains of staphylococci, together with the bio- 
chemical changes in milk and glycerin. If the methyl-red 
reaction was negative, then the fermentation reactions pro- 
duced in the carbohydrates were of value. 

Another pipette containing a 20 per cent. solution of silver 
nitrate was inserted into the puncture and the caustic solution 
was injected into the evacuated blister. An antiseptic dust- 
ing powder was placed over the lesion, and the infants’ 
hands were wrapped with lint and kept inside the nightdress. 
In this way scratching was prevented, and it was therefore 
unnecessary to splint the arms, as advised by some writers. 

The treatment advocated by the dermatologists who 
maintain that ‘‘ pemphigus neonatorum ’’ is identical 
with impetigo contagiosa should be abandoned. Mercurial 
ointments rubbed on the surface of the epidermis are 
not likely to destroy organisms that are under the 
epidermis, and in our experience the ointment recom- 
mended by the Ministry of Health (1925) did not appear 
to have any effect on the spread of the disease. The 
epidermis itself prevents the entrance of secondary in- 
vading organisms, and the method advised by Swendson 
and Lee (1931), which allowed the nurse to break the 
blister with a swabstick, is to be deprecated. 

While fully realizing the strongly caustic action of silver 
nitrate, we consider that its proven value outweighs its 
potential dangers. It has been used with great success 
at Mill Road Infirmary in seventy-four cases, all of which 
made rapid and uninterrupted recoveries. Silver nitrate 
is not only valuable for destroying the organisms quickly, 
but it delineates the extent of the blister ; the silver 
albuminate shows up the blister as an ivory-white area, 
which subsequently becomes black. Any subsequent 
spread can be demonstrated by a second injection, as 
the extension shows as white in contrast to the original 
black area. As a rule, in experienced hands one injec- 
tion is sufficient to abort the disease ; the greatest care 











Tue Br 








468 Marcu 7, 1936 


is necessary, especially in treating lesions near the eye, 
and we doubt if such a strong caustic should be used 
in this way by nurses. 

Prognosis depends on the stage at which treatment 
begins. If the disease is diagnosed immediately the first 
blister appears it can be aborted by the treatment out- 
lined, but if the condition is not seen or recognized until 
late, when 25 per cent. of the epidermis has been de- 
squamated and the blisters are spreading rapidly, then 
the prognosis is grave. 

Epidemiology 

‘‘ Pemphigus ’’ has usually been regarded as a highly 
contagious skin disease, but actually the morbidity rate 
at Mill Road Infirmary in 1933 was only 4.6 per cent., 
and in 1934 it cent. No mothers were 
infected, although they continued to suckle their infants, 
and it was therefore considered unnecessary to separate 
the infants from their mothers, as some writers have 
advised. The mildness of the disease in the infected 
adults (nursing and medical staff) manifested the low 
virulence of the infecting organism, and, as has_ been 
previously explained, the danger to infants is due to the 
anatomical position of the lesion, and to the poor response 
to infection at a transitional stage of their existence. 

There are some objections to the acceptance of the 
staphylococcus as being the causal organism of 
‘““pemphigus neonatorum.’’ Except in the endemics 
described by Charron and Risien Russell, staphylococci 
have not been considered responsible for epidemics, 
whereas streptococci are notorious for the rapid spread 
of disease from individual to individual. Thus the 
theories of the streptococcal origin of ‘‘ pemphigus ’’ have 
always been favoured by most writers, and have received 
strong support because the clinical features suggest a 
streptococcal origin. 

Staphylococci being universal in distribution, it might 
be expected that the outbreaks of ‘‘ pemphigus ’’ would 
be more common than is actually the case. That the 
outbreaks are not much more common is a tribute to the 
care taken by the nursing staff, and to the value of the 
antiseptic technique in use in the maternity units. In spite 
of this, we think it inadvisable to allow nurses with skin 
lesions such as boils or septic dermatitis to work in the 
maternity unit. It is true that with care they may not 
infect infants or mothers, but it is an unnecessary and an 
unjustifiable risk. 


was 3.8 per 


Conclusions 

1. ‘‘ Pemphigus ’’ and other skin lesions had occurred 
in the maternity unit for seven years. During the 
epidemic period under investigation in 1933-4 skin lesions 
in the newly born were studied. 

2. The results of the maternity unit in other respects 
were of a satisfactory standard, notably the low incidence 
of puerperal sepsis and other complications. 

3. The facilities for bathing the newly born, the nursing 
care, and the antiseptic precautions were satisfactory. 

4. There was little evidence to show that the infection 
was being carried by the hands, throats, or clothes of the 
nursing staff, or by ward furnishings. 

5. The unit was not running to full capacity or over- 
crowded, but it was not sufficiently staffed to cope with 
‘“‘rush ’’ periods. It was noticed that the incidence of 
‘“ pemphigus ’’ increased with periodic rises in the number 
of births. 

6. Examination of the sites of the lesions and of the 
staff, laundry, etc., suggested that the most likely source 
of infection was the ‘‘ clean clothing ’’ of the infants. 

7. The occurrence of skin lesions in the newborn ceased 
only when the laundry methods and the disinfection of 
the clothing were revised and the laundry staff put under 
the direct supervision of the medical staff. No further 
cases have occurred over a period of fifteen months, and 
it is interesting to note that folliculitis ceased at the 
same time as ‘‘ pemphigus neonatorum.”’ 


“e 





i MEDICAL JounnéL 
Administrative Control of Outbreaks 

The following procedures are advocated: 

First Simple Outbreak in a Maternity Unit.—(1) Removal 
of the infant and mother, ensuring isolation from the unit 
and sterilization of all fomites. (2) Search for the source of 
infection. (a) Direct examination of all contacts, particularly 
for lesions of the skin, throat, nose, and eyes. Suspected 
foci need to be_ bacteriologically identified. (b) Indirect 
investigation of all nursing equipment used for the infant and 
mother, with special attention to the bathing technique and 
type of infants’ clothing. Examination of laundry process, 
noting the methods for the woollen garments, so notoriously 
difficult to sterilize without inspection of the 
laundry workers and sorters. 


damage ; 


Chronic Endemic Outbreaks in a Maternity Unit.—(1) ang 
(2) as above. (3) Daily notification of skin lesions occurring 
in the patients and staff of the maternity unit, in order to 
secure early investigation, diagnosis, isolation, and treatment, 
(4) Efficiency of staff to be increased, and suitable arrange: 
ments made to exclude ‘‘ rush work,’’ as it is during a 
rush ’’ period that breakdowns in antiseptic treatment are 
apt to occur. (5) Out-of-date equipment and _ structural 
defects of the building to be remedied. These defects may 
make it impossible for the staff to maintain a technique 
necessary for the prevention of the spread of infection—for 
example, inadequate laundry or nursery facilities. 

Outbreaks in the Practices of Midwives.—These outbreaks 
require investigation along similar lines. We also suggest that 
midwives should be given fuller instruction on ‘‘ pemphigus 
neonatorum,’’ in order to recognize an early lesion and realize 
the gravity of delayed diagnosis and inefficient treatment, 
A revision of the Central Midwives Board pamphlet (1927) on 
““pemphigus ’’’ {s urgently called for, giving the correct 
aetiology, and illustrating the disease with a picture of an 
early lesion. 

On the other hand, the attempted control of an 
epidemic by methods such as the “‘ Boston ’’ treatment 
is not to be advised. Such methods entail added work 
and expense, and in our experience have not proved 
efficient. 


“6 


Summary 


1. ‘‘ Pemphigus neonatorum is a contagious, sub- 
epithelial dermatitis, with a short incubation period of 
one to two days. The lesion is situated under the 
epidermis, and tends to spread centrifugally unless 4 
reliable antiseptic is brought into immediate contact with 
the infecting organism. The infectious nature of the 
disease is due to the short incubation period and the 
ease with which the primitive epidermis of the neo-natal 
infant can be penetrated. As the source of the outbreak 
may be difficult to find the disease tends to become 
epidemic. In a maternity unit where this disease is 
endemic irregular waves occur in the graph of the cases ; 
the number of cases increasing with ‘‘ rush ’’ work in the 
department and dropping in the quiet periods. 

2. In the experience in Mill Road Infirmary the 
‘‘ Boston ’’ method of treatment did not prove to be of 
any use. The elimination of the source of infection is the 
ideal and only sound method of checking an outbreak. 

3. The disappearance of cases of folliculitis at the same 
time as those of ‘‘ pemphigus ’’ suggested that the aetio- 
logy is somewhat similar, and histological sections showed 
that the lesion of ‘‘ pemphigus ’’ was subepithelial and 
therefore more dangerous. 

4. It should be possible, by early diagnosis and im 
telligent and effective treatment, to lower and practically 
to abolish the mortality of the disease. The presence of 
‘“‘ pemphigus ’’ in a maternity unit is an indication that 
there is a septic focus in, or associated with, that depart: 
ment, and the septic focus should be found and eradicated. 

5. In the outbreak of ‘‘ pemphigus ’’ at Mill Road 
Infirmary at least seventeen strains of Staphylococcus 
aureus and two of Staphylococcus citreus were found. 

6. ‘‘ Pemphigus neonatorum ”’ should only have one 
phase, that of the small unbroken blister. If the treat- 
ment by silver nitrate described is followed the subsequent 
phases should not occur. We differ entirely from the 
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writer of the leading article in the Lancet of June 8th, 
1935, who states that this disease is an acute infection, 
that recovery appears to depend on the spontaneous 
development of immunity to the infecting organisms, and 
that it is doubtful if local treatment shortens the duration 
of the attack. We are convinced that this disease is not 
an acute infective fever, but is merely a local subepithelial 
dermatitis, and that local treatment can abort it. We 
rotest very strongly against the not only discouraging 
it totally erroneous dogma that fatal cases are doomed 
from the onset. Fatal cases are due to late diagnosis and 
ineficient treatment. 

We wish to thank Dr. W. M. Frazer, medical officer of 
health, City of Liverpool, and Dr. C. O. Stallybrass, deputy 
medical officer of health, for their interest and statistical help, 
and Mr. C. H. Walsh, visiting obstetrician, the Matron, and 
the maternity staff of Mill Road Infirmary for their co-operation. 
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MEDICAL SUPERINTENDENT, OAKWOOD HALL SANATORIUM, ROTHERHAM 


(With Special Plate) 





Pulmonary disease appears to be a very rare cause of 
dysphagia. Lord, in Diseases of the Bronchi, Lungs, 


_ and Pleura (1925), says that it may occur in cases of 


pleurisy with effusion, and also states that the passage 
of food through the oesophageal foramen may be attended 
with pain when there is diaphragmatic pleurisy. I have, 
however, been unable to collect any reference to the 
condition being caused through pulmonary fibrosis. 

My attention was drawn to the condition by the follow- 
ing case. 


Case | 


The patient, a tuberculosis dispensary nurse, aged 45, was 
admitted to Oakwood Hall Sanatorium on September 9th, 
1935. She gave a history of having had an attack of 
pneumonia at the age of 16, which left her with a cough. 
She did not regain her normal strength, and was admitted 
to a sanatorium six months later as a case of pulmonary 
tuberculosis, and had five months’ treatment. She was unable 
to say whether or not her sputum was ever found to be 
positive, and the medical superintendent of the sanatorium 
stated that her records had been destroyed, and therefore 
no information could be obtained on this point. 

Since then she remained well until the onset of the present 
condition, with the exception of an attack of influenza in 
1918 (not off duty), and another in 1932. 

Previous History.—In February, 1934, she felt weak, and 
suffered from slight cramps in the limbs. This improved, 
but in July, 1934, she complained of hesitancy and difficulty 
in speaking. This also improved, and she remained at her 
work. In March of last year she complained of difficulty in 
swallowing, both fluids (if hot) and solids. She stated that 
the dysphagia was worse while she was in company and 
when she was tired. There was never any vomiting or re- 
gurgitation of food, but she complained of dyspeptic symp- 
toms, including acid eructations, flatulence, and some epi- 
gastric pain. She was advised to have large doses of iron, 
as her haemoglobin was found to be 70 per cent. She did 
hot improve, however. An ear, nose, and throat specialist 
Whom she consulted advised the passing of an oesophageal] 





sound. This was not done, and she was admitted to Oakwood 
Hall Sanatorium for observation. 

Clinical Findings.—On admission her general condition was 
fairly good, though she was underweight and rather pale. 
She had no cough and no sputum, but clinical examination 
showed marked fibrosis of the left lung, with pleural thicken- 
ing at the base. A few moderately coarse rales were heard 
in the middle third of the lung after coughing. 

The heart was only slightly displaced to the left. The cardiac 
sounds were normal and the abdominal examination negative. 

X-Ray Findings.—X-ray examination revealed a marked 
dimming of the left side of the chest with a comparatively 
clear area in the upper half laterally. The dimming at the 
base was so great that the heart shadow was very indistinctly 
seen, lying slightly displaced to the left. The trachea was 
also seen to be displaced. The right lung was clear except 
for a few calcified nodules in the first intercostal space. The 
diaphragm was not clearly visible on the left side, but a 
lateral radiograph showed it to be considerably raised. It is 
curious that there was practically no narrowing of the left 
bony hemithorax in the presence of such marked fibrosis. 

The tuberculin reaction (Mantoux) was strongly positive ‘o 
a dilution of 1 in 1,000. 

Discussion.—There is some reasonable doubt whether her 
condition was brought about by tuberculosis or not, especially 
as she has been, in spite of the severe damage to her left 
lung, symptomless for so many years after only five months’ 
routine sanatorium treatment. The fact that her father is 
said to have died of tuberculous peritonitis, that an aunt, 
with whom she had no contact, is also said to have died of 
tuberculosis, and the presence of a great deal of deposited 
calcium in the left lung and a small amount in the right 
lung does, however, point to the primary condition having 
been most probably tuberculous. 

Diagnosis.—In the presence of the unilateral fibrosis the 
symptoms pointed to oesophageal displacement. Accordingly 
she was screened and films were taken while she was swallow- 
ing a barium preparation. 

The oesophagus was shown to curve markedly to the left, 
just above the sterno-clavicular joint, and to be narrowed 
at the level of the first costal cartilage. This examination 
was repeated a few days later in order to obviate the possi- 
bility that the narrowing was due to muscular spasm. The 
stricture in the second film appeared in exactly the same 
postion and in the same degree as in the first. The films 
taken in the lateral position showed no _ oesophageal 
abnormality. : 

Commentary 

It therefore appears that the symptoms of dysphagia 
were due to torsion on the oesophagus by the unilateral 
pulmonary fibrosis. The radiograph of this case showing 
barium in the oesophagus is reproduced (Fig. 1 on Plate). 

A very practical point is introduced by the reflection 
that this patient was advised to have an oesophageal 
sound passed. The grave danger of injury to the oeso- 
phageal walls, and even of haemoptysis from the rupture 
of fibrous tissue in the lung, incurred by this procedure 
is obvious. 

A considerable degree of visceroptosis was present, as 
shown by the barium in the stomach and intestines. 
This would explain her dyspeptic symptoms. She im- 
proved to some extent with rest and routine sanatorium 
treatment, and is now discharged and will shortly return 
to work. 

Six other cases of unilateral pulmonary fibrosis were 
investigated in the same way. Five of those were un- 
doubted cases of tuberculosis, and the sixth was an 
old-standing case of bronchiectasis, probably due to 
massive atelectasis with only partial re-expansion. Five 
of these cases (including the case of bronchiectasis) showed 
a marked degree of oesophageal displacement. The sixth 
case, a man on whom a thoracoplasty had been performed 
two years previously, also showed the same condition, 
but only in a moderate degree. None of these cases had 
symptoms of dysphagia or dyspepsia, and none showed 
oesophageal stricture. 











Case Il 


One of these cases was a girl, aged 6. 


Her radiograph is 
also reproduced (Fig. 2). In her case the oesophagus was 
markedly pulled into the right hemithorax along the whole 
of its length, and this caused a rather acute bend at its 
lower end, where the oesophagus crossed in front of the spine 
to enter the stomach. Screening showed a delayed entry 
into the stomach, caused by the stretching of the oesophagus 
in the region of the cardiac end, and probable narrowing of 
the opening. The whole oesophagus seemed slightly dilated, 
as shown in the radiograph. This child, had no 
symptoms of dysphagia, and appears to swallow normally. 

A further one of hydropneumothorax with a 
greatly displaced mediastinum, was similarly investigated. 
Here the oesophagus was displaced to the contralateral side. 

There appears to be little to offer in the way of treat- 
ment to cases of this condition, where the dysphagia is 
severe and proving dangerous to life, except thoracoplasty. 
The patient already mentioned who had had this opera- 


however, 


case, 


Clinical Memoranda 


Forced Extension as a Cause of Fracture- 
dislocation of the Spine * 
(With Special Plate) 
Non-fatal fracture or dislocation of the upper two cervical 
vertebrae is not common. Forced extension not 
ciated with direct violence appears to be so rare a cause 
of injury at any level in the spine that it is scarcely 
Consequently no apology is 


asso- 


mentioned in the textbooks. 
called for in placing this case on record. 


Cas} 

The patient, a colliery ostler aged 68, has a well-marked 
osteo-arthritic kyphosis with a more extreme compensatory 
lordosis in the upper cervical region. He had worked regularly 
till March 17th, 1932, when, while carrying a bucket of horse 
feed in each hand, he slipped and fell forward, striking his 
forehead against a post. He suffered acute pain in the back 
of the neck just below the occiput, but completed the shift, 
working another three and a half hours. He went again the 
next day, in spite of pain, but had to cease work. 


REPORT 


He was 


seen the following day by Dr. Davies of Resolven, to whom 
I am indebted for the description of his symptoms. He 
found him sitting in a chair, in the position of least dis- 
comfort, with his head and neck perfectly rigid. The 


slightest attempt at movement caused acute pain. There was 


extreme tenderness on either side of the neck ; swallowing 
was painful and difficult, and the speech thick ; the walls 
of the pharynx were red and swollen. 

During the next four days the symptoms became more 
marked, and did not abate sufficiently for him to go to 
hospital for x-ray examination for three weeks. At the end 
of this time he was x-rayed, and the report merely stated 

osteo-arthritis of the cervical vertebrae.’’ Six months later 
when I first saw him his complaint was stiffness of the neck 
ind suboccipital pain. The deformity, in the opinion of 
Dr. Davies, who knew him before the accident, was after- 


wards increased. An #-ray examination was made in Swansea, 


limited to a lateral view only, an antero-posterior being im- 
possible owing to the position of the occiput. The film 
Fig. 1, Special Plate) shows: (1) an ununited gaping fracture 
f the body of the axis, though whether involving the arch or 


not it is impossible to say ; (2) angular displacement back- 
wards of the upper fragment with atlas and head ; (3) extreme 
limited to the upper cervical region, and demonstra- 
ting the mechanical disadvantage to which this region 
head ; (4) crowding together of 


Jordosis, 
was 


exposed from a blow on he 


the second, third, and fourth arches and spinous processes 
suggesting possible injury and partial synostosis ; and (5) 
lipping of the three lower cervical vertebrae at the upper 


limit of the 


* The case was 
and Monmouthshire 


otherwise general osteo-arthritis of the spine. I 
meeting of the South Wales 
Medical Association, 


shown at a clinical 
Branch of the British 


| flexion rather than extension. 
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tion had a tremendously fibrosed right lung with complete 
| pathological dextrocardia, and the fact that he exhibited 
only a moderately displaced oesophagus as compared with 
the other cases suggests to me that the oesophagus had been 
partially returned to its normal position by the operation 





Summary 

A case of pulmonary fibrosis giving rise to dysphagia by 
displacement and stricture of the oesophagus is described, 

The oesophagus is shown to be as mobile a structure as the 
other mediastinal contents when influenced by mechanica] 
stresses and strains arising in the lungs and pleura, 

The operation of thoracoplasty is suggested as being 
at least theoretically sound in the treatment of severe 
cases of dysphagia due to unilateral pulmonary fibrosis, 

Attention is drawn to the danger of passing oesophageal 
sounds in cases of long-standing pulmonary disease without 
first ascertaining, by mean of barium, the amount of 
oesophageal displacement. 


saw this patient again in June, 1934, when he complained of 
suboccipital neuralgia and considerable limitation of move 


ment. The v-ray film (Fig. 2, Special Plate) taken thea 
shows union in the fracture, no change in the general 


deformity, and no advance in the osteo-arthritis. 


COMMENTARY 

Among the many points of interest in the case is the 
giving way of the body of the bone instead of the odontoid 
process, a fact difficult to explain. The absence of any 
injury to cord or nerve roots may be explained by the 
assumption that these structures had had time to accom- 
modate themselves to the gradually increasing lordosis, 
with the result that the stretching effects of the fracture 
were lessened, and the fact that the displacement was 
limited by the previous close contact between the arches 
and spinous processes. 

I can find in the English surgical literature only one 
recorded case of non-fatal fracture of a cervical vertebra, 
which it was thought might have been caused by forcible 
hyperextension—namely, that published by Rushton! in 
Guy's Hospital Gazette. In this instance the lesion 
was a medium sagittal fracture of the body of the sixth 
cervical vertebra, and it is admitted that the force might 
have been transmitted from the vertex through a straight 
rather than an extended spine. 

A man of 20 had dived into two feet of water from a step 
His feet slipped back as he did 
In this case 


six inches below the surface. 
so, and he struck his head on a sandy bottom. 
there was definite evidence of cord injury. 

One obvious reason why the occurrence of flexion lesions 
in the cervical region, from blows on the head, is the 
general rule is the fact that the occipito-atloid joint is 
situated well behind the centre of the long antero-posterior 
diameter of the skull. 

It is probable that but for the cervical lordosis in the 
case of the ostler the blow would have resulted in forcible 
Erwin Mackh,? however, 
asserts that luxations resulting from pure hyperextension 
are not so uncommon, also that they are more frequently 
associated with cord injury from overstretching than is 








the case in fractures caused by forced flexion. He further 
states that the only x-ray evidence of the nature of the 
violence in these may be that of fracture of spinous 
processes, which practically always occurs. This latter 
contention seems to be supported by the following case, 
quoted and figured by Cotton.* 

A boy fell off a horizontal bar, striking his forehead on the 
ground. There was immediate ‘‘ lameness’’ of the neck, 
followed later by rigidity. The radiograph showed a fracture 
detaching the arch from the body of the axis, with angulaf 
displacement backwards of the axis, atlas, and head, and 
also some forward displacement of the lower end of the axis 
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on the third cervical vertebra ; in fact, the same general 

deformity as is seen in the case of the ostler. In this case 

also there were no symptoms of nerve or cord injury beyond 
in in the area of the lower occipital nerve. 

It should be added that the limitation of movement still 
existing in the ostler appears to be more in the mid-cervical 
region than above or below, | pointing to damage to the arches 
and spines of the second, third, and fourth cervical vertebrae. 

Geansea. W. F. Brook. 
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Polythelia 
(With Special Plate) 
The following case of polythelia may be of interest to 
readers of the Journal. 

A multipara, aged 24, was admitted to Queen Charlotte’s 
Hospital in December, 1934, suffering from chronic 
nephritis and severe anaemia, with a pregnancy of about 
thirty weeks’ duration. On examination she was found 
to have ten nipples, and possibly an eleventh. The four 
cephalic nipples were equal, and normal in size and 
shape. The remaining three pairs, though well marked, 
diminished progressively in size. She came into labour 
spontaneously, and after five hours a normal breech 
delivery took place. The baby showed one accessory 
nipple on the right side. In January, 1934, she had 
been confined prematurely of another child, weighing 
3lb., who was subsequently breast-fed. She asserts that 
she fed this baby from the two larger nipples on the 
right side and from the upper one on the left. On the 
present occasion her general condition precluded breast- 
feeding, though breast milk was obtained for the baby 
from another source. 

She seems to have had much in common with the lady 
who used to be exhibited at Bartholomew Fair, according 
toa handbill of her exhibitor, which reads: 

“Next door to the Golden-Hart in West Smithfield 
between the Hospital-Gate and Pye Corner, during the 
time of Bartholomew Fair, is to be seen the Admirable 
Work of Nature, a Woman having Three Breasts ; and each 
of them affording Milk at one time, or differently, according 
as they were made use of. There is likewise to be seen the 
Danghter of the same Woman which hath Breasts of like 
Nature according to her Age; and there never hath been 
any extant of such Sort, which is Wonderful to all that 
ever did, or shall behold them.”’ 

Iam indebted to Mr. Arthur Bell, in whose care the patient 
was, for permission to record this case, and to Miss Vaughan, 
who was kind enough to take the photograph. 

Bath. RONALD GRAHAM-CAMPBELL. 


Fracture of the Pelvis 
(With Special Plate) 


In reporting this case I would like to make a plea for early 
diagnosis and immobilization before moving the patient. 

I was called to see a farm labourer, aged 49, who had 
been run over by the wheel of a heavily laden horse- 
drawn cart. He had been helped to walk home suffering 
severe pain, and when first seen was lying on a feather bed 
ina cottage with no lighting facilities. 

Case REPORT 

Any movement at the right hip-joint caused him to cry 
out; pressure over the great trochanter elicited pain. Sus- 
pecting a fracture through the neck of the femur I decided 
to make an x-ray examination. This was done by means of 
a portable apparatus without moving the patient, and showed 
quite clearly a double fracture through the superior and 
iNferior boundaries of the thyroid foramen of the right in- 
hominate bone. There were no adequate facilities for home 





nursing, so the following day a frame was made to my 
instructions by a local tinsmith. This consisted of a lumbo- 
sacral steel plate, two half-hoops at right angles to the long 
axis of this and partly encircling the body, and from these on 
each side a longitudinal bar extending from the costal margin 
to the lateral aspect of the knee-joint. Each of these was 
cast to maintain forty degrees of abduction at the hip. A 
sheet of inch-thick sponge rubber was placed between frame 
and skin dorsally. Wadding was applied over the abdomen 
and around the limbs. Plaster-of-Paris bandages were 
arranged in the form of a St. Andrew’s cross, gripping the 
side pieces across the abdomen, and in an annular manner 
around the thighs. Transport to the Bourne Cottage Hospital 
was a simple matter, devoid of pain. Nursing presented no 
difficulty, and never at any time was there discomfort other 
than that caused by dorsal decubitus. 


RECOVERY 

After six weeks the retentive apparatus was removed 
and for a further two weeks movement in bed was per- 
mitted. When the frame was removed the radiograph (see 
Plate) showed a satisfactory union and callus formation. 
This radiograph was taken with the same _ portable 
apparatus as the first diagnostic films. After nine weeks 
the man walked out of hospital. This case shows the value 
of this form of radiography for early accurate diagnosis. 
W. B. R. MONTEITH. 


Bourne, Lincs. 





Supply of Measles Antiserum 


In reference to the note in the Journal of February 15th 
(p. 324) on the supply of measles antiserum, the scheme 
we have in Oxford may be of interest to others. This 
scheme for the supply of measles antiserum was initiated 
at a meeting of the Oxford Medical Society in 1934. It 
was felt that, as the antiserum was unobtainable by 
medical practitioners through ordinary commercial chan- 
nels, it was incumbent on such a society to work out a 
plan. This is under the general supervision of an elected 
honorary committee of the Oxford Medical Society, of 
which the medical officer of health is a member. 

The City Council was approached for financial assis- 
tance in the preparation of the antiserum, and this was 
readily granted. The supply is obtained from voluntary 
donors in co-operation with the medical practitioners 
of the city. Collection of the blood is undertaken by 
the honorary pathologist of the Radcliffe Infirmary, 
and it is then dispatched to the Wellcome Laboratories 
for preparation. The prepared serum is stored at the 
Radcliffe Infirmary. Distribution of antiserum is under 
the control of the medical officer of health for Oxford, 
and is limited by conditions drawn up by the Super- 
visory Committee of the Oxford Medical Society. The 
antiserum is prepared in two forms—namely : 

Convalescent Serum.—From patients who have had an 
attack of measles within two months. 

Adult Serum.—From patients who have had an attack 
within ten years. 

A medical practitioner who wants a supply of serum 
sends an application form to the medical officer of 
health. Serum is supplied for prophylaxis only in the 
following categories of exposed susceptibles: (a) a child 
under 3 years of age; (b) a patient suffering from an 
intercurrent disease ; (c) a patient who is weakly or debili- 
tated ; (d) a special domestic reason where avoidance of 
infection is essential. The medical practitioner is required 
to complete a record card of the dosage and result of 
prophylactic measures and to return it to the Medical 
Officer of Health, who acts as secretary to the Supervisory 
Committee. The serum is not sold, but donations are 
asked of those patients who can afford to pay. 

Supplies of this serum are not available for persons 
living outside the city of Oxford. 

G. C. Wirttiams, M.A., M.R.C.S., D.P.H. 
Medical Officer of Health for Oxford. 
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Reviews 


THE NERVOUS PATIENT 


Professor C. P. EMERSON has set himself a most ambitious 
task—namely, to give the general practitioner a survey, 
chiefly from the diagnostic point of view, of the nervous 
or functional patient. On the whcle he has succeeded 
remarkably well, especially as he has endeavoured to 
cover the whole field of internal medicine and psychiatry 
in a volume of no more than 442 pages.’ 

Such a volume cannot be otherwise than stiff reading, 
for it is packed with substance, and, since it is impossible 
for all the material to be the result of one man’s personal 
observation and experience, the reader is from time to 
time oppressed by the ‘‘stickiness’’ of second-hand records. 
Since Professor Emerson is primarily a general physician, 
this is naturally most noticeable in the last part of the 
book, which deals with the psychoneuroses and psychoses. 
Nevertheless, he displays such a sympathetic attitude and 
modern outlook on the mental side of medicine that the 
English reader who is psychologically inclined must envy 
his American colleague if he can work with general 
physicians with such remarkable understanding. 

After a brief preliminary discussion of the mind and 
its protective mechanisms, and the autonomic-hormonic 
reactions which are at the back of the patient’s symptoms, 
and whose disturbances are the basis of ‘‘ functional ’’ 
manifestations, chapters are devoted in turn to blood 
chemistry, the establishment of conditioned reflexes, con- 
stitutional and organ inferiorities, and the allergies. All 
of these are, so to speak, in the no-man’s-land between 
body and mind, probably representing some degree of 
structural abnormality, the nature of which no man can 
tell, but they are responsible for much illness whose 
aetiology and pathology is so hard to determine that the 
medical profession is all too apt to hide its ignorance 
behind a barrage of Greek terms. 

The next few chapters deal with conditions which are 
frequently dismissed by the practitioner as ‘‘ functional ’’ 
or ‘‘ just nerves,’’ but which are really manifestations of 
the organic disease of the various organs. Indications as 
to accurate diagnosis with brief notes on treatment are 
given, and on the whole the exposition of this part of 
the subject is most comprehensive and adequate. How- 
ever, to illustrate how easy it is to miss things when 
dealing with such a large subject, it may be noted that 
in a somewhat elaborate discussion of the causes of pain 
in the back no mention is made of fibrositis, which in 
this country at any rate is by far the commonest of such 
From these definitely organic conditions the 
author passes to disturbances of sleep and disorders of 
the sex life, and so to the ontogenesis of the personality, 
in which perhaps he is a little at a loss, since he borrows 
a good deal from psycho-analysis, without, as he himself 
says, being really familiar with the subject. In his dis- 
cussion of the psychoneuroses he uses the classification 
neurasthenia, psychasthenia, and hysteria, and this will 
be regarded by many as an unhappily. confusing regression, 
but the whole section reads as if it was somewhat second- 
hand. Finally, the epilepsies and psychoses are briefly 
discussed, since, as the author rightly remarks, it is only 
with the early and milder stages of the latter conditions 
that the general practitioner is concerned. 

There is no question but that the reading of this book 
would repay nearly every medical practitioner, though 
whether he is going to be able to take it in after a hard 
day’s work is another matter. For easy reference the 
text is well arranged, with plenty of cross-headings, which 


sé 


causes. 


* The Nervous Patient. A Frontier of Internal Medicine. By 
Charles Phillips Emerson, M.D. Philadelphia and London: J. B. 
Lippincott Company. 1935. (Pp. 381. 12s. 6d. net.) 
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and at the end of each chapter is a limited bibliography 
which affords the necessary guidance in seeking further 


discussion of the subject under review. 





DISEASES OF HEART MUSCLE 


Clinical Features of Diseases of the Heart Muscle,? 
published by the Medical Association of Bad Nauheim, 
contains a number of interesting lectures. The series 
opens with an account of the anatomy of the heart and 
a description of the microscopical structure of the con. 
ducting tissues. A paper by Aschoff discusses those 
diseases of the heart muscle which are not of vascular 
origin. The problem of hypertrophy of the heart chambers 
is considered. The final breakdown of a hypertrophied 
chamber seems to depend on an increasing failure of 
adaptation, due to nutritional factors. Fragmentation js 
regarded as an indication of brittleness, and not as an 
agonal phenomenon. In a lecture on myocardial disease 
resulting from coronary obstruction, attention is drawn 
to the gradual, painless development of some lesions ; 
the appearance of symptoms seems to depend on the 
needs of the heart muscle and the efficiency of the blood 
supply. The danger of injections of strophanthin in acute 
coronary insufficiency is stressed. 

Another lecture deals with the changes in the shape 
of the heart, as revealed by 4 rays. The effect of full 
inspiration and expiration on the size of the heart is dis- 
cussed, and an intermediate position is thought best, but 
the difficulty of obtaining the same phase at each #-ray 
examination is recognized. As regards the treatment of 
oedema, salyrgan is held to be the best diuretic. In 
considering the changes in the electrocardiogram of in- 
farction, three groups are recognized. Changes in the 
S-T wave which last seconds, or at most only a few 
days, would indicate insufficient blood supply to the left 
ventricle without narrowing of the coronary arterioles, 
Those which last months, but disappear spontaneously, 
and are not influenced by nitrites, are thought to be 
due to toxic damage. Persistent S-T changes, however, 
show definite narrowing of the arteries. 

Further lectures deal with the indications for CO, baths 
and their effect, and the modes of action on the heart 
and circulation of various drugs. The lectures form a 
post-graduate course, and so are not highly technical } 
but their length might be less, and they lack summarles. 





TUBERCULOSIS OF BONES AND JOINTS 


Dr. Jacgues Catveé’s little book* on tuberculosis of bones 
and joints is the most refreshing and probably the best 
work on this subject that has appeared during the last 
twenty-five years. Here is no dull catalogue of the 
pathology, symptoms, signs, treatment, etc., of the tuber- 
culous lesions that afflict bones and joints, but a critical 
review of the whole subject based on the author’s long 
experience and on a careful study of the work of others. 
The essay is written in a charming conversational style 
that could with advantage be studied carefully by English 
medical writers. It is assumed that the reader is already 
familiar with the subject, and Dr. Calvé confines his 
attention to lesions of the spine, hip, knee, and ankle— 
the conditions constituting the bulk of practice in any 
hospital dealing especially with tuberculous joints. -The 
subject is covered in just over two hundred pages, and 
could have been dealt with in less if a rather inadequate 





2 Klinik der Erkvankungen des Hevz-muskels. X Fortbildungs- 
Lehrgang in Bad Nauheim. Dresden and Leipzig: T. Steinkopff. 
(Pp. 170; 63 figures. RM. 10.) : 

* La Tuberculose Ostéo-articulaire. By Dr. Jacques Calvé. Paris? 
Masson et Cie. 1935. (Pp. 208; 101 figures. 50 fr.) 
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section on differential diagnosis had been omitted. This 
is the only serious fault that appears. 

The author dwells at length on a feature of tuberculous 
joint disease that has never been at all widely appreciated 
by the profession—namely, that the disease generally runs 
a course as well defined as that of lobar pneumonia or 
typhoid fever. In the majority of cases sound healing 
occurs provided that the patient is treated by complete 
rest in suitable surroundings for an adequate length of 
time, averaging about three years. At present there is 
no universally applicable method of speeding up this 
Early radical excision of a 


slow process of healing. 
juxta-articular focus is occasionally called for to prevent 
involvement of a joint ; resection of the knee in adults is 
frequently indicated, and extra-articular arthrodesis of the 
hip at the end of conservative treatment is of value in 
stabilizing an otherwise unsound fibrous ankylosis. But 
general and conservative treatment must be regarded as 
the master and operation as a very part-time servant. 
It must never be forgotten that we are dealing with a 
tuberculous patient, and not with a tuberculous joint 
occurring in an otherwise healthy individual. 

Calvé deplores, as we all do, the appalling results of 
late diagnosis, inadequate treatment, the drainage and 
almost inevitable secondary infection of abscesses, the 
premature departure from hospital of patients who 
cannot afford the time necessary for adequate treatment, 
and finally their return to unsuitable work in a_ bad 
environment. So long as these evils persist the maximal 
success in the treatment of tuberculous bones and joints 
will never be attained. In Calvé’s private cases, where 
these adverse factors were not at work, the results of 
treatment are most striking. 

As a clear exposition of the views and practice of one 
of the greatest authorities on tuberculous joints, who at 
the same time does not omit to refer in generous terms to 
the work of others, this book deserves to be widely read. 
It seems churlish to criticize the production, but it is a 
pity that the v-rays shown in Fig. 24 (right) and Fig. 28 
are upside down. 


POST-MORTEM EXAMINATIONS 

For those who have the facilities for thoroughly master- 
ing the art of conducting a post-mortem, Professor 
SHENNAN’S Post-mortems and Morbid Anatomy,* which 
has now appeared in its third edition, may be recom- 
mended as a valuable guide. It deals fully with all 
matters of technique, even to descriptions of the instru- 
ments and other equipment of a post-mortem room, and 
provides useful information, much of it based on original 
observations, about normal weights and measurements of 
the body and its organs. The morbid appearances which 
may be found in each organ are dealt with in the order 
of their usual examination, and this, the main section 
of the book, is itself a textbook of morbid anatomy. It 
becomes at times even more than this, since the author 
has here and there been beguiled into discussing the 
aetiology of the conditions whose appearance he describes : 
for example, the best part of a page is devoted to the 
supposed causes of gastric ulcer, no fewer than eighteen 
being mentioned, and an equally inconclusive disquisi- 
tion of the same nature is to be found in the section on 
atheroma. These and other interpolations (such as the 
Instructions for making a blood culture during life in a 
case of bacterial endocarditis) are quite outside the de- 
clared scope of the book, and it would be better without 
them. 

It is presumably not intended that a student should 
use this book exclusively ; if so, it would be highly mis- 
*Post-mortems and Morbid Anatomy. By 
M.D., F.R.C.S. Third edition. London: E. 
716 ; 241 figures. 30s. net.) 


Theodore Shennan, 
Arnold and Co. (Pp. 
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leading, as for instance in connexion with Vincent’s 
angina, the description of which, though doubtless true 
of the occasional fatal case, is quite unlike the disease 
as ordinarily seen. Although in the main the information 
given is well up to date, the section on arterial degenera- 
tion retains some of the obscurity of a bygone period, 
and the aetiology of agranulocytosis is discussed without 
any mention of amidopyrine. One of the most valuable 
chapters is that which deals fully with post-mortems in 
cases of poisoning. The illustrations are numerous and 
good. Could it be shorn of those parts in which it 
usurps the functions of a textbook of pathology, this 
book would deserve nothing but praise. 





TROPICAL HYGIENE 


Dr. B. N. GHosu’s treatise on hygiene, especially in the 
Tropics, which first appeared in 1912, now reaches its 
eighth edition,® being revised on this occasion by Lieut.- 
Colonel A. D. Stewart. The good features of the earlier 
issues are still well in evidence, and the opportunity has 
been taken to introduce new monographs and articles 
embodying recent work. 

In the opening section public health administration in 
India is traced from the year 1859, when the Government 
took over charge from the East India Company. The 
heavy mortality among British troops in India early 
engaged attention, but the full awakening to vigorous 
action dates from 1896, when the plague which was 
destined to achieve world prevalence broke out in Bombay. 
Up to 1919 the Provincial Governments had charge of 
their own health services, the Central Government retain- 
ing the direction of local policy. In 1919 the Central 
Government surrendered all right to direct the Provinces, 
reserving in its own hands only quarantine, pilgrim 
traffic, and international health. 

Of the new articles that on genetics summarizes its 
subject well, but would have been better had X-chromo- 
some linked inheritance been either explained or illus- 
trated by diagram. Two other new articles are those 
on mental defect and eugenics. In the former reference 
is made to views recently expressed in England, and in 
the latter to Gini’s theory of the ageing of races as 
a factor in declining fertility. Eugenic pronouncements 
by Indian sages are quoted with respect, and cautious 
mention is made of contraception, abortion, and euthan- 
asia. The article on yellow fever is up to date, the work 
of Hindle and Findlay being cited and an account given 
of the protection test. 

We feel sure that this eighth edition will be well 
received in India. In this country it will be found of 
interest by all who are directly or indirectly concerned 
in the study of tropical hygiene. 





AN INTRODUCTION TO THERAPEUTICS 


The subjects of the medical curriculum included under 
the headings of therapeutics and dietetics are admittedly 
difficult both for teacher and for students. And it is prob- 
able that the discussion of the armamentarium of the 
practitioner is easier than describing the indications for 
the use of the various methods in relation to individual 
cases. The Introduction to General Therapeutics,* by 
Dr. H. K. Fry, belongs to the former class of textbooks, 
and aims at presenting a rational basis for the various 
therapeutic measures which are in common use. Specific 








5 4 Treatise on Hygiene and Public Health. With Special Refer- 
ence to the Tropics. By Birendra Nath Ghosh, F.R.F.P. and S. 
Revised and largely rewritten with the assistance of A. D. 
Stewart, C.LE. Eighth edition. Calcutta: Scientific Publishing 
Company. 1935. (Pp. 660; 163 figures. Rs. 7/8, or 12s. 6d.) 

®* 4n Introduction to General Therapeutics. By H. K. Fry, 
D.S.0., B.Sc., M.D., D.P.H. London: Cassell and Co., Ltd. 
1935. (Pp. 223. 6s. net.) 
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curative treatment is mostly applicable to diseases which 
are due to the patient being the host of living parasites, 
but much may be done for the patient by measurcs 
which enhance the reactions that are favourable and 
diminish those that are inimical to recovery. There 
room, too, for merely palliative treatment directed to the 
relief of symptoms, and in other instances 
the patient’s fears must be allayed his 
strengthened not only by the physician’s encouraging 
words but by an additional placebo. 

After a short note on the value of rest and exercise, the 
author proceeds to group the drugs available according to 
their therapeutic action as antiseptics and disinfectants, 
stimulants and depressants, tonics, sleeping draughts, pur- 
The discussion of 


is 


distressing 


and courage 


gatives, oxygen, and carbon dioxide. 
these groups is followed by an interesting summary of 
the relation of chemical constitution and therapeutic 
action of drugs. Much may be attained for the patient 
by various forms of physiotherapy, especially by medical 
electricity, various forms of radiations, baths, and 
douches. Psychotherapy and organotherapy are methods 
of treatment directed towards readjusting disorders of the 
natural arrangements for the co-ordinated function of 
the diverse elements making up an individual human 
being. All these headings are considered shortly but 
brightly, and in an interesting way, in a compass of 
130 pages. In a further twenty-five pages the author 
attempts to cover the main principles of immunology, an 
attempt which can only be sketchy, and the last fifty 
pages devoted to dietetics leave much to be desired even 
in an introduction. 

Dr. Fry, in his modest preface, realizes the temerity 
of essaving to do justice to subject-matter of this scope 
in a small work. Nevertheless, he has produced a_ book 
which will be helpful to many students as an aid to the 


understanding of their systematic lectures and an intro- 
duction to larger works. 

Notes on Books 
Of all the members of Churchill’s popular series, Recent 


Advances in Medicine,’ by Dr. G. E. BEAUMONT and 
Professor E. C. Dopps, has had undoubtedly the most 
deserved and greatest success. In the eighth edition, 


appearing only twelve years since the first, there has been 
a thorough revision, more especially of sections on the 
sex hormones, The 
thirty-page chapter on basal metabolism still remains cne 


on gastric analysis, and on anaemia. 


of the best sections of this book, and is a good example 
of the critical selective manner in which this’ useful 
volume has been compiled. 

Dr. Van ANDEL, who edits the Opuscula Selecta 


Neevlandicovrum de Arte Medica, is to be congratulated on 
the thirteenth volume of the sertes.* He has not only 
made a careful selection of the papers but he has enriched 
the book with a number of excellently reproduced per- 
traits of the writers, has translated the Latin and Dutch 
originals into English, French, or German, has added short 
biographies, and has written a reasoned preface. The 
volume contains fourteen consultations’ to or from doctors 
practising in the Netherlands between 1550 and 1870. 
Vesalius, having abandoned anatomy, advises on the treat- 


ment of a young man weakened by a severe nose-bleeding. 


Weir, ‘‘ the one sane man preaching to a world af 
lunatics ’’ that witchcraft was a disease of the mind, 
shows by his contribution that he was not in advance of 


his time in regard to the treatment of disease generally. 
Guy Patin and Cornelius van Someren interchange letierxs 


on the movement of the heart and on stone in the 
Recent Advance } Ved ‘ ( a! Laborato P Thera- 
peu By G. E. Beaumont, D.M., F.R.C.P., and E. C. Dedds, 
1S M.D., F.R.C.P Kighth edition London: J. and A, 
Churchill Ltd. 1986. (Pp 450; 45 figures. 12s. 6d.) 
° Of tla Selecta Neevlandicorum de 1 V ca Vol Xi. 


an Andel. Amstelodami Sumptibus Societatis. 
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bladder and kidney. Peter Camper, whose name js indis- 
solubly connected with William and John Hunter, advises 
on the case of the Countess of Randwyck. Boerhaave 
treats of the causes of an outbreak of dysentery in 
Hungary. Tilanus describes an unsuccessful attempt to 
remove foreign bodies from the stomach of a lunatic, with 
a record of the post-mortem findings. Mathijsen tells 
Baron Larrey’s son of the way to use plaster bandages 
All are interesting, and well repay the perusal which Dr. 
Van Andel has made easy. 


The Jutroduction to Sex Education, by WINiFRED VY 
RicHMoND, Ph.D. (London, Jonathan Cape, 10s. 6d.), is 
founded on lectures on sex hygiene given by her during 
the last ten years to nurses in the training schools of 
St. Elizabeth Hospital, Washington. The subjects dis- 
cussed include the biological, historical, psychological, and 
educational aspects of sex and such problems as homo- 


sexuality, prostitution, birth control, — sterility, and 
venereal disease. The English editor, Mr. Kenneth 
Walker, has modified the chapters dealing with the 


history of sex, its problems, social repercussions, and sex 
education, so as to represent a European or English view 
rather than one essentially American. 


Preparations and Appliances 
A PROSTATIC SPECULUM 


(Guildford) 
speculum 


Mr. C. DunpDAs MAITLAND writes: The illustration 
appended the designed by me 
for use in the operation of suprapubic electro-resection of 
the prostate, which I described in the Journal (February 1st, 
p. 203) in entitled ‘‘ Prostatic Resection.” it 
consists of a blunt-pointed speculum cut away on one side 
to accommodate the posterior and postero-lateral lobes of the 
prostate. This to a thin steel 
shaft, with a handle of convenient size and shape. The curve 
of the speculum and angle of attachment to the shaft are 
such that a curve (A C) is produced approximately the same 


depicts prostatic 


an article 


speculum is) welded solid 











as the curve of the proximal urethra. This greatly facilitates 
the passage of the point of the speculum through the prostatic 
and into the urethra, and at the same time 
produces an antero-inferior slope of the distal shaft, which 
prevents the part A B from in any way obscuring the field 
vision when the instrument is in position for operating. 
The most suitable angle was determined by experimenting 
with a two-piece instrument in a malleable clamp-holder, to 
which speculae could be attached at variable angles. The 
final selection has been embodied in the one-piece instrument 
This was made for me by Messrs. S$. Maw Son and 
to whom I am indebted 


membranous 


Ol 


as depic ted. 
Sons Ltd., Aldersgate Street, E.C.1, 
for their advice and co-operation, 


AN ANTIPHLOGISTIC DRESSING 


“C,P. 10°’ is a new antiphlogistic dressing (Carnegie Bros. 
Ltd., 227, Essex Road, N.1). It has a kaolin basis, to which 


is added magnesium sulphate, glycerol, and boric acid, together 
with methyl salicylate (rubefacient) and thymol benzoyl 
(antiseptic). The product is a soft, spongy material, which 
is supplied ready spread for use as a poultice. The makers 
claim that it is exceptionally easy to apply, because it only 
requires to be warmed up to body temperature and_ is then 
ready for use; and that it is superior to other forms of 
fomentation or poultice, for use in sepsis, relief of pain, etc. 
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TRAINING IN RADIOLOGY * 


BY 


D. B. McGRIGOR, O.B.E., M.B., Cu.B., D.M.R.E. 
Mayor R.A.M.C, (REr.) 


MEMBER, INTER-SERVICES X-RAY ADVISORY COMMITTEE ; LATE RADIO- 
LOGIST, QUEEN ALEXANDRA MILITARY HOSPITAL, AND LECTURER 
IN RADIOLOGY, ROYAL ARMY MEDICAL COLLEGE 


The position of radiology and of the radiologist in medicine 
has been extensively discussed during the last few years, 
and in general it can be summed up by saying that the 
status both of the art and of those who practise it depends 
primarily on the training of the individual in the widest 
sense of the word ‘“‘ training,’’ on the ability of the 
individual to collaborate with clinicians, and on unity 
of policy among radiologists themselves on the larger 
questions. 

To show how radiology is now regarded by the leaders 
of the medical profession it is sufficient to glance at what 
was said of it in the various reviews of medical progress 
during the last twenty-five years called forth by the 
recent jubilee. The present-day radiologist need only try 
to imagine at the end of a busy session in hospital how 
he would have been compelled to spend such a session 
a quarter of a century ago. He will then realize the vast 
change in his environment which technical and other 
progress has brought about. In medicine it was stated 
by one of the reviewers just referred to that x rays assume 
every year an increasing importance in diagnosis and 
treatment ; also that it is now recognized that the fallacies 
to which the interpretation of snadows may be open are 
only to be avoided by the closest co-operation between the 
clinician and the radiologist. On the surgical side it was 
said that radiation had made perhaps a more distinct 
impression on surgery than any other recent innovation, 
that in many conditions radiation has almost replaced 
surgery, and in others is a formidable competitor. Again, 
in obstetrics and gynaecology it was remarked that since 
the introduction of the Potter-Bucky diaphragm a greatly 
extended use of x rays in obstetric diagnosis has been 
made possible, and also that there have been outstanding 
advances in the treatment by radiation of malignant and 
non-malignant gynaecological conditions. 

These testimonies make it obvious that radiology is fully 
appreciated by the leaders of medicine, but there are 
others, in the medical profession and outside it, who need 
to be convinced or informed as to its proper position, or 
to have certain misconceptions removed from their minds. 


Radiology in the Medical Curriculum 


Let us consider first the training of the medical student 
in radiology. As long ago as 1910 there was an agitation 
both in America and in England that medical electricity 
should be included in the curriculum. Medical education 
is again in process of change, and in the reformed curricu- 
lum the training of medical students in radiology will 
probably have a place. The Curriculum Committee of 
the General Medical Council, whose report is now being 
circulated to the licensing bodies and deans of the medical 
schools, recommends that medical students should be 
familiarized with the principles of radiology in its applica- 
tion to medicine, and adds, ‘‘ the instruction in these 
branches of medicine should be directed to the attainment 
of such knowledge as to ensure familiarity with common 
conditions, their recognition and treatment, and indica- 
tions for consultation ’’ ; and there is a similar recom- 
mendation on the application of radiology to surgery. 





* Read in opening a discussion in the Section of Radiology and 
Radiotherapeutics at the Annual Meeting of the British Medical 
Association, Melbourne, 1935. 





No doubt these recommendations will be extended in 
detail later on. Some steady and progressive instruction 
in this subject would be welcomed. When taking the 
preliminary science subjects—for example, physics—special 
attention should be paid to radioactivity. In the pro- 
fessional scientific subjects special attention should be 
drawn to what may be called living anatomy and applied 
physiology as revealed by x rays (for example, in physio- 
logy, the use and value of cholecystography). Then, 
during the introduction to the clinical subjects and in 
the period of clinical studies, instruction should be given 
as recommended in the Curriculum Committee’s report, 
and if cineradiography could be included here the prac- 
tical difficulties of teaching advanced radiography are 
at once overcome. 

One rather important matter would be to familiarize 
the student from the beginning—so that later on he would 
never depart from it—with accurate terminology. We 
have all had experience of requests to ‘‘ do an #-ray,”’ 
the area of examination not even being mentioned. Care 
should be taken to discriminate between the terms “‘ radio- 
logist’’’ and ‘‘ radiographer,’’ the former meaning a person 
qualified in medicine and specially trained in medical 
radiology, and the latter a non-medical assistant specially 
trained in x-ray photography and the use of the apparatus. 
It would also be very desirable to settle once and for all 
the adoption of one term for the x-ray picture—‘‘ x-ray 
film,’’ ‘‘ skiagraph ’’ or ‘‘ skiagram,’’ “‘ radiograph ”’ or 
“‘radiogram.”’ 


The General Practitioner and other Specialists 


The average general practitioner, without special instruc- 
tion, is not capable of directing many x-ray examinations ; 
witness the films and the reports thereon where radio- 
graphers are advised by general practitioners. X-ray 
examination must never be regarded as a short cut to 
diagnosis. A little knowledge is a dangerous thing, though 
not if its possessor is aware how little it is. Therefore 
I strongly advocate that all concerned with the 
organization of post-graduate study should encourage 
the general practitioner to understand the scope and 
limitations of radiology. The gulf between the radiologist 
and the more or less proficient dabbler is a wide one: 
the radiologist can deduce from experience, while the 
dabbler consults a book and imagines the illustrations 
are typical. This is as erroneous as it would be to 
suppose that all patients conform to what is found in 
Gray’s Anatomy or Starling’s Physiology. The general 
practitioner has to be educated to rely on the radiologist’s 
considered report, and to realize that this goes a long way 
to establish the final clinical diagnosis. But it should 
be forgotten as quickly as possible that there ever was 
such a word as “ radio-diagnosis’’ standing by itself, 
a conception which has brought only discredit upon 
radiology. 

There remain to be considered the specialists in other 
branches of medicine, who in most cases have included 
some study of radiology in connexion with their specialty. 
When the radiological knowledge of these specialists is 
not up to the required standard it is very necessary that 
they should realize it, and be appreciative of the help 
which the fully trained radiologist can afford. On the 
other side, one of the radiologist’s greatest opportunities 
for the enlargement of his own education comes about 
through such collaboration. It must be remembered that 
the interpretation of a shadow is frequently as debatable 
as a Clinical observation, and that combined deductions, 
with the addition perhaps of pathological and biochemical 
reports, may be necessary to arrive at the truth in clinical 
diagnosis, 
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The Medical Radiologist’s Qualifications 


What of the radiologist himself, the real specialist, the 
man who has made this branch of medicine his lifework ? 
He stands in contradistinction to the medical misfits who 
have been beguiled into radiological practice by the per- 
suasion of sellers of apparatus and are misguided enough 
to believe that the possession of the best apparatus stamps 
them as men having ability in diagnosis and therapeutics, 
in contradistinction also to those who view this subject 
as offering a bright and easy road to financial success 
(a brightness apt to be tarnished annually when the 
expenses are added up), and in contradistinction to those 
who are blinded by the mysticism which still surrounds 
electricity in its application to medicine, and who may 
easily become themselves half victims and half professors 
of charlatanism. 

The first thing in radiological education is to ensure 
that it is the right man who has taken up the subject, and 
then he should be given the best possible training to fit him 
permanently for the special positions he may have to fill 
and to avoid the exploitation by which he may be beset. 
He should be a man of more than average constitution, 
for the physical demands of radiological practice are by 
no means slight. He should have a mind for mechanics, 
science, and practice ; the personality, mental ability, and 
manual skill adapted to the requirements of radiology, 
and above all he should be a good doctor, preferably a 
physician of qualification and experience taking up radio- 
logy. He should have had either experience in recognized 
house appointments or in general practice or similar work, 
and should have taken a higher degree or diploma if 
exceptional positions are coveted. It was wisely said in 
a recent discussion that the status of the radiologist 
depends on academic distinction if he is to take his proper 
place in the hospital hierarchy. If the radiologist has 
not the higher diplomas of the Royal Colleges or the 
higher university degrees he risks being regarded as belong- 
ing to a lower grade of worker. 

The higher degrees are the key to our final status, 
particularly in hospitals and in the schools. They trans- 
form the radiologist into the physician in charge of the 
radiological department. An assured position on a 
hospital staff with qualifications equal to those of other 
consultants at once establishes that clinical liaison 
necessary, for example, in deep therapy with the surgeon, 
or in superficial therapy with the dermatologist. 

Linguistic ability also is no small asset to the radio- 
logist. A knowledge of German and French is essential 
in view of the value of the radiological literature published 
in those languages, and which never appears in English. 
In Scandinavia medical students are required to be able 
to read French, German, and English, and a knowledge 
of French and German is insisted at Harvard and 
Johns Hopkins Universities in America. Such a require- 
ment would perhaps help to solve the problem—if it ever 
exists—of too many men taking up radiology. 


SO 


on 


The Training School 


The many training schools in England and abroad show 
by their syllabuses the care with which the training of 
the radiologist is now planned. evidence that 
the first diploma to be organized in England, the D.M.R.E. 
of Cambridge, the training that it has 
been widely appreciated by men from all parts of the 
Empire. 

There are several points that I would desire to emphasize 
In the first place, radio- 
logists should never omit to be first-class radiographers, 
otherwise they cannot demand the best from their non- 
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like the radiologist himself to handle them, 
their picture.’’ ° 

The time to be allotted to training is a difficult question 
to settle. On the one hand, there are the onerous 
requirements for a complete education, and on the other, 
the time, perhaps limited, which the candidate can Spare, 
The time may vary in different countries from one to 
three years. 

Much more attention should be devoted to the medico. 
legal aspects of radiology, such as the risks to assistants 
and patients, the legal side of the identification of films 
and records, local law, and reported decisions. 

The x-ray report is a document worthy of much atten- 
tion. It is too often vague and inadequate in its detail, 
Physicians will always appreciate a report which bears 
evidence that a real study of the case has been made, 
Consultants have not only to diagnose, but generally to 
give clear reasons for their opinion, and often they want 
assistance in explaining the radiological points. Even 
the experienced surgeon is ready to appreciate detailed 
help, for example, as to the position of fractures, the 
direction of displacements, and so forth. I like the 
elaborate and meticulous report sheets used in most of 
the American clinics—so very little is missed. Full reports 
educate all concerned ; incomplete reports only fill the 
dustbins. 

Another point to bear in mind is that training in 
electrology at most schools is very necessary, as so many 
posts include the charge of the electrical department ag 
well. This applies to smalier hospitals, and even to 
private practice. 

A movement for higher qualifications in radiology is 
on foot in England. The British Association of Radio- 
logists has proposed establishing a Fellowship under 
certain conditions. The American Board of Radiology, 
which unifies for examination purposes all the North 
American radiological societies, has instituted an exam- 
ination, and all the leading men have taken the Fellow- 
ship. That is an advance in the right direction. 

In general, I think that all the class teaching, also the 
post-graduate work and the work for the higher qualifica- 
tions, should be done at centralized schools, hospitals, or 
clinics, where, it is to be hoped, it would be possible 
to co-opt outside men to teach in subjects in which they 
have specialized. This has been much appreciated in 
connexion with the D.M.R.E.Camb. and the lecture 
course at the British Institute of Radiology in London, 
In Melbourne, I understand, Prince Henry’s Hospital is 
to be used as a centre for post-graduate study, and radio- 
logy will have its place in any such training. In a large 
training school several classes will have to run concur- 
rently, and they may overlap with advantage, as much 
of the training will be in common. Classes will be needed 
suitable for the instruction of general practitioners in 
diagnosis and therapy, for the instruction of radiologists 
and radiographers in radiography, and a complete course 
for radiologists, conducted in sections so that other 
specialists can attend for their particular branch. 

Generally speaking, the fully trained man should be 
competent to fill any position, but a radiologist who is 
anticipating service in a special field, such as the Tropics 
or with the armed forces, may find it necessary during} 
his training and education to adjust himself to certain 
special requirements. 


The Training of the Non-medical Assistant 
In England the training of «-ray technicians of 
radiographers is in the safe hands of the Society of Radio- 
graphers, a body affiliated to the British Institute of 
Radiology. It has Australian and South African branches, 
and I need not enlarge on the work of the branch in 
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Australia, under the chairmanship of Dr. L. J. Glendinnen. 
The scope of the society is indicated in the memorandum. 
of association: ‘‘ To promote the science and regulate 
the practice of radiography and to consider and discuss 
all subjects affecting it.’’ Its membership has grown 
in a few years from eighty to 800, and to be a member 
js now almost essential for any important radiographic 
appointment in England. The society runs a successful 
appointments bureau. All encouragement should be given 
by radiologists and hospital boards to the employment 
of properly qualified radiographers, and, further, non- 
members already employed should be encouraged to 
qualify before the society’s examiners. There is much 
in common between the radiologist and the radiographer, 
and the success of the former is to a large extent the 
result of successful radiography. 

I appreciate the work done by the society I have 
mentioned as much as anyone, as I have been long asso- 
ciated with the teaching and examining of radiographers. 
I think the future of the radiographer or trained non- 
medical assistant is adequately safeguarded. If I might 
add my criticism I would say that the training by the 
Society of Radiographers has been so energetic that in 
England at present the supply exceeds the demand, but 
any question of surplus is being actively dealt with, and 
I hope that a more strict selection of suitable candidates 
may be made, and real practical experience insisted upon 
more rigidly before the qualification ‘‘ M.S.R.’’ is con- 
ferred. At the same time, I am doubtful whether the 
supply of really first-class radiographers ever exceeds the 
demand. 

The system adopted in the Army, where I trained 
radiographers for many years, adjusts the situation. In 
that service there is a very careful selection of candidates, 
and after the first month’s training only those who reveal 
suitability for further training are allowed to proceed. 
On qualifying as a radiographer (the same standard as 
indicated by the ‘‘ M.S.R.’’), the entrant is graded 
as a Class IIL worker, who can qualify for Class 
II after one year’s practical work in hospital, and for 
Class I after further experience and a more severe 
examination. 

The society has an annual competition for the Archibald 
Reid memorial medal and prize, for which I should like 
to see a few competitors from amongst the radiographers 
of Australia. In Australia the training of the radiographer 
is, I understand, very adequately undertaken, especially 
in Melbourne, under the auspices of the branch of the 
Society of Radiographers and the Melbourne Technical 
Institute, and there is also the new technical course 
arranged by the Australian and New Zealand Association 
of Radiologists. 


Other Ancillary Workers 


Under this heading I mention the physicists, but these 
we do not attempt to educate ; we thank them for educa- 
ting us. It is truly an education for the radiologist to 
have close correspondence with the physicist. Again, there 
are the producers of x-ray and other apparatus. I suppose 
it isa Utopian idea that there might be set up a scientific 
committee of manufacturers and physicists who would 
place reliable data before the profession from time to 
time regarding the latest research and experience of 
apparatus and material ; this has been accomplished 
in Italy under their new legislation, to be mentioned later. 
I do not think many of us appreciate to the full the 
Scientific ability, business energy, and financial hazard 
which go to the product of the manufacturer’s workshop. 
Manufacturers have to endure their lean and expensive 
years, and I suggest that there should be reasoned con- 
fideration for them when new equipment is purchased, 
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especially by way of sending out very explicit specifica- 
tions, so that the tenders received will be at least com- 
parable. If we tell the manufacturers what we really 
want I believe they will supply it. Nor should it be 
forgotten that there are several first-class British manu- 
facturers of tubes and other apparatus. 

The hospital committee is another very important 
factor in the success of radiology, and not seldom needs 
educating. There are places where it is: thought that an 
operating theatre and beds constitute a hospital, and that 
any radiographer can carry out the x-ray work, even 
including the therapy, with an ordinary member of the 
staff to diagnose and supervise. Ignorant committees 
treat x-ray departments as photographic establishments, 
where ‘‘ you press the button and the machine does the 
rest.’’ Often, again, even good x-ray departments are 
equipped without the appointment of a radiologist before- 
hand. All hospital committees should know that the way 
to equip an x-ray department is on the advice of the 
qualified radiologist who is to have charge of it, or, if he 
is not yet available, a suitable visiting consultant. 

Again, it has been suggested that an advisory com- 
mittee should be elected by representative radiological 
societies to advise on purchase of equipment and suit- 
able staff for any particular type of hospital. Incidentally 
such a committee, if of proper standing, might do a 
great deal to minimize the ‘‘ exploitation ’’ of the radio- 
logist by commercially minded hospital boards, whereby 
patients who properly should go to the private radiologist 
are examined and treated in the x-ray department of 
the hospital. 


‘ 


The Lay Public: The Prospective Patient 


If radiology is to fulfil its function completely the 
public must be educated in radiology too. Here the 
problem is different probably in Australia from what it 
isin England. In England, the country of short distances, 
the patient can nearly always be brought to the radiologist, 
but after reading Flynn of the Inland I realize how much 
Australia can teach us in the organization of medical 
services over wide territories, and the part which radiology 
must take in the scheme. 

The Chicago Roentgen Society sponsored a large display 
in the ‘‘ Century of Progress Exhibition,’’ when, for the 
benefit of the lay public, six hundred x-ray films were 
shown, illustrating twenty-five common diseases. Another 
obvious recourse for public education is the wireless, 
over which talks might be given by distinguished medical 
men on the bigger aspects of radiology. A Medical 
Publicity Committee might be constituted, under the 
auspices of the British Medical Association, to furnish 
the Press with matter relating, for example, to x-ray 
dangers and methods of protection, the opening and 
staffing of hospitals, and research work. This would be 
quite legitimate, and no ethical boundary need be over- 
stepped if the task was carried out with dignity and 
discrimination. 

The public has the habit of thinking of radiology as 
a kind of photography which prints the diagnosis in capital 
letters on the film, and the misconception is not refuted 
at every opportunity. An educated public is a public 
protected from pretenders who are a menace to the pro- 
fession and the public alike. People love a sensational 
discovery, something which has about it the fascination 
of miracle, and radiological progress easily falls into this 
category. A new thing is accepted on its face value, 
with a pathetic credulity so characteristic of the un- 
educated, without regard to its origin, evolution, or the 
authority on which it is proclaimed. There is real need 
for the true position of radiology to be disseminated to 
the public through the Press. 
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Legislation 


Our legislators also have to be educated in this subject. 
Many suggestions have been made for the introduction 
of legislation to control radiology and limit its use to 
recognized medical men duly qualified in their specialty. 
At present, however, the medical profession is looked 
upon with some bias as a sort of monopoly, and legislation 
for the restriction of radiological practice might be difficult. 
Nevertheless it will have to come, and it had better come 
by way of reasoned judgement than be hurried on, as 
might happen, by some catastrophe. Legislation of the 
kind has been imposed in France, where it has perhaps 
gone too far, the practice of radiology having been 
limited to qualified medical men. I have not the 
details, but I cannot help wondering what now is the 
position of the equivalent of our x-ray technicians or 
radiographers. 

Italy has laid down the most comprehensive legislation 
on the subject, and I append an extract from the Italian 
regulations, which came into force on April Ist last. (See 
Appendix.) 


Post-Graduate Opportunities 


To touch briefly on the opportunities for post-graduate 
education apart from teaching courses, there is in England 
the membership of the societies—the Society of Radio- 
graphers for non-medical assistants, the British Institute 
of Radiology, the Section of Radiology of the Royal 
Society of Medicine, and the British Association of Radio- 
logists—and, in Australia, the Australian and New Zealand 
Association of Radiologists, and Radiological Sections of 
the Australian Medical Association. Much can also be 
gained from conjoint meetings with those practising other 
specialties. The facilities of a central x-ray institute cr 
school are exemplified in the British Institute of Radio- 
logy, and include lecture hall, library, central secretariat, 
social gatherings, endowed memorial lectures, and monthly 
or other journals. Then there are the occasional larger 
congresses, either international or interstate, as in America 
and Australia, where the general interchange of ideas and 
the meeting with other radiologists and the friendships 
created are perhaps more important than the actual dis- 
cussions. The radiologist visiting London or other large 
city should also take the opportunity of visiting the 
radiological departments, which is an education in itself. 


Points for Discussion 


The points for discussion at the present meeting may 
be shortly put as follows: the position of radiology in 
the medical curriculum, the selection training of 
suitable men and their qualifications, the co-operation 
between the radiologist and other specialists for discussions 
on diagnosis and therapy, the centralization of teaching 
and post-graduate work, the desirability of higher diplomas 
in advanced radiology, and the desirability of legislation, 
especially in therapy, somewhat on the lines of the new 
Italian law. In conclusion, let me again say that this 
specialty or section of medicine advances more rapidly 
perhaps than any other, and that the constant encourage- 
ment of the juniors by the seniors will ensure that its 
future progress represents a blend of experience with 
enthusiasm. 


and 


APPENDIX 
The following are extracts from the Italian regulations 
for the control of the practice of radiology and radium 


therapy, from the Official Gazette of the Kingdom of 
Italy, March 9th, 1935. 





SEcTION I 

To obtain permission to open and conduct an establishment 
for in-patients or out-patients where radioactive substances or 
x rays will be used for therapeutic purposes an application 
must be made to the local authority, giving the following 
information : 

(a) the designation and domicile of the applicant ; 

(b) the purpose for which the establishment or institute 
will be used ; 

(c) the hours during which it will be open to the public ; 

(dq) the apparatus to be installed there. 

The authorization is necessary whether the treatment is to 
be given to private patients or whether it forms part of a 
hospital or municipal institution. 

Besides the information detailed the following must be 
produced: a certificate that the tax has been paid; the 
approval of the health authorities ; a declaration that the 
institute will be under the direction of a qualified medical 
practitioner who holds the special certificate for radiotherapy 
detailed in Article 197; a plan of the proposed institute to 
be submitted to the engineer to the department of health ; a 
declaration signed by an approved engineer that provision 
has been made for the isolation of patients suffering from 
contagious disease, due precaution with regard to fire, 
explosion, escapes of gas, and arrangements for storing films, 
the provision of wash-basins, lavatories, and destructors, and 
as to the arrangements made for the admission of patients who 
are dependent on charitable assistance or public assistance 
and the arrangements to safeguard the health of the trained 
staff (orderlies). 

The Institute must be inspected by a doctor nominated by 
the Department of Health, and accompanied by a technical 
expert. The applicant or his legal representative Shall be 
present at the inspection. As a result of these visits any 
modifications required shall be made, and a certificate of 
registration will be issued. This must be signed by the dcctor 
and technical expert referred to above. The Minister of the 
Interior shall have the option of dispensing with this formal 
inspection. 

Scientific institutes must notify the department where they 
are using x-ray or radium therapy, indicating the number of 
x-ray units and the quantity of radioactive substance. 


There are also provisions for the measurement and 
certification and measurement of radioactive substances, 
and other sections contain special regulations for the manu- 
facture and sale of radiological apparatus. All institutes 
must be able to show that the medical director is properly 
qualified under the scheme of specialization to take charge 
of radiotherapy whether by x rays or by radium. In the 
case of qualified medical men who have been engaged in 
the practice of radiotherapy for at least five years the 
certificate of specialization may be dispensed with, pro- 
vided the approval of the Minister of the Interior is 
obtained, but in future no radiotherapist will be recognized 
who does not possess the necessary diploma. 


SPECIALIST COURSE IN RADIOLOGY AT MILAN 
UNIVERSITY 

As a pendant to the above some information may begiven 
concerning the specialist course in radiology of the Univer- 
sity of Milan. The names of nine lecturers on radiography 
and radiotherapy and the underlying physics and theory 
are announced, and the time-table prescribes lectures three 
days a week for trom three to four hours and _ practical 
work daily. To obtain the specialist diploma radiologists 
must attend the course for two years, be resident at the 
Radiological Institute for one of those years, produce 
certificates that they have done the practical work, 
pass examinations, theoretical and practical, in physics 
and technical radiology, diagnostic radiology, and radio- 
therapy, and present a_ thesis containing personal 
observations, and be prepared for an oral discussion of 
their subject. 








